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ABSTRACT
The provision of pediatric mental health services has changed greatly over the last several
decades with more children and adolescents requiring intensive mental health treatment. Despite
this increase, systemic barriers continue to prevent youth from receiving appropriate treatment
following psychiatric hospitalization. An important aspect of this treatment process includes a
child’s return to school, one of the most common environments for a child or adolescent outside
of their home. For many children, the hospital-to-school transition team may include regular and
special education teachers, school psychologists, social workers or therapists, psychiatrists,
medical doctors, case managers, and nurses. Because of this, it can be difficult for one group or
individual to take the lead, and a diffusion of responsibility is likely to occur resulting in a
transition process that is uncoordinated, disjointed, and invalidating to the child and their family.
Currently, little is known about the communication and collaboration across transition service
providers and how differing transition practices may impact the child’s transition. The objective
of this mixed methods study was to better understand the hospital-to-school transition through
the eyes of the school-based provider. Data collection was guided by the study’s core research
questions which sought to gain insight into the communication and collaboration across
ecological systems, employment of standardized practices and protocols, and perceived
facilitators and barriers to this process. In addition, participants had the opportunity to report on
their personal lived-experiences including level of satisfaction and recommendations associated
with the hospital-to-school transition. In general, positive participant experiences often included
xi

structured reintegration plans, a re-entry team, and the formation of positive relationships with
local hospital programs. In contrast, negative transition experiences were frequently associated
with a lack of communication and collaboration across ecological systems including but not
limited to hospital providers, outpatient therapists, and caregivers. Taken together, the study’s
findings reveal many implications and recommendations for practice including standardized
transition planning, designated roles and responsibilities, improved interdisciplinary
relationships, increased communication and collaboration consistency, enhanced familial
support, the implementation of preventative school-based mental health supports, and the
mitigation of systemic and organizational barriers. These findings provide a contribution to the
literature by delivering a more comprehensive understanding of the hospital-to-school transition
from the lens of a school-based clinician. Further investigation of the hospital-to-school
transition process and the effects of standardized practices and targeted interventions across key
participant groups (i.e., hospital personnel, outpatient providers, families) is warranted.

xii

CHAPTER ONE
INTRODUCTION
Current State of Childhood Mental Health in the U.S.
Childhood mental health disorders have been steadily increasing over the last several
decades and are now the most common disease of childhood with an estimated 7.7 million
children and adolescents currently diagnosed with at least one treatable mental health condition
(Merikangas et al., 2010; Whitney & Peterson, 2019). Mental health conditions can result in a
host of detrimental and lasting consequences impacting both individual and socioeconomic
factors and hindering a young person’s transition to adulthood (Whitney & Peterson, 2019).
Findings indicate that the long-term outcomes may be worse for youth who are diagnosed in
childhood or early adolescence due to the extensive obstruction to their cognitive, psychological,
and social development combined with the significant disruption to school attendance and
educational achievement (Rutter & Sroufe, 2000). If left untreated, mental health difficulties
among children, youth, and young adults creates substantial long-term burdens for the individual,
their families, and the nation, as these conditions threaten the future health and well-being of
young people (O’Connell et al., 2009).
Over the last several decades, youth mental health concerns have been on the rise. Recent
statistics indicate that at least 20% of young people will experience a mental health problem with
an estimated 14% presenting with clinically significant impairments that impact their functioning
at home, in school, and within the community (Angold & Costello, 1995; Offord, Boyle,
1
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Fleming, Monroe-Blum, & Rae Grant, 1989; Waddell et al., 2005). Inpatient admissions for
mental health problems among youth increased 24% from 2007 to 2010 (Bardach et al.,
2014), while pediatric hospitalizations for mood disorder treatment increased 80% from 1997 to
2010 (Pfuntner et al., 2013). According to Mroczkowski and Havens (2018), between 2006 and
2011, pediatric emergency room visits for mental health conditions increased by 21% with
hospitalizations increasing by approximately 50%.
Despite significant reductions in overall inpatient capacity, each year over a quarter of a
million U.S. children receive psychiatric treatment in an inpatient program, one of the most
restrictive and intensive treatment settings (Simon & Savina, 2010). Inpatient psychiatric
hospitalization is an intensive intervention designed to stabilize children and adolescents
experiencing an acute mental health crisis when treatment cannot be safely provided in a less
restrictive setting (Balkin & Roland, 2007; Clemens et al., 2011; Daniel et al., 2004). An
inpatient program provides children and adolescents with 24-hour care provided by a
multidisciplinary mental health program under medical supervision and leadership. A partial
hospitalization program (PHP), also called a day treatment program, is a step down in intensity
from an inpatient program. A PHP is a combination of mental health treatment in conjunction
with educational services provided within the confines of a regular school day and often
occurring in a hospital or outpatient setting. The primary goal of a PHP is to decrease psychiatric
symptoms through a multimodal treatment approach targeting functional change (Durbin et al.,
2017). PHP’s focus on addressing the variety of environments and situations a child may operate
within, such as school, interpersonal relationships (family and peers), and community, including
the ability to perform useful or functional tasks (Kiser & Millsap, 1996).
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Although the U.S. has seen an increase in pediatric mental health hospitalizations, access
to comprehensive services and barriers to care continue to prevent youth from receiving
appropriate treatment following psychiatric hospitalization. One important aspect of this
treatment process includes a child’s return to school, one of the most prominent environments for
a child or adolescent. School services are the most common point of entry for children seeking
help (Merikangas et al., 2009), and it is evident that schools play a critical role in both the
identification, referral, and prolonged treatment of children receiving psychiatric care. However,
for youth to receive comprehensive care, schools require guidance, support, and consistent
contact with outside service providers. When children transition from one facility or institution to
another, quality communication among those responsible for their care and well-being is critical
(Hill, 1999; Leaf et al., 1996; Miller & Swartz, 1990; Sargent, 1995). One component of this is a
hospital–to–school transition plan. Generally, a hospital discharge plan will be created with the
primary goal of stabilizing behavior and sustaining treatment gains post-discharge (Guterman et
al.,1989). Unfortunately, school reintegration, teacher consultation, and educational supports are
not universally included in most hospital discharge plans for children (Blanz & Schmidt, 2000;
Goldston et al., 2003; Petersen et al., 2006). The lack of planning, transition supports, and
communication can have significant implications for all involved and often places the burden of
facilitation on the caregivers (Rager, 2013).
For many children a hospital-to-school transition will occur across several different
systems, environments, and individuals, creating a process that is inherently complex and multifaceted. Hill (1999) explains, “the key to the successful entry or reentry into the school setting
and provision of necessary services is systematic planning and collaboration among persons
involved in the student’s medical care and education” (p. 29). A hospital-to-school transition
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team may include regular and special education teachers, school psychologists, social workers or
therapists, psychiatrists, medical doctors, case managers, and nurses. Because of this, it can be
difficult for one group or individual to take the lead as the primary source of knowledge or
contact (Center for Mental Health in Schools, 2015). Consequently, a diffusion of responsibility
may occur, which is likely to result in a transition process that is uncoordinated, disjointed, and
invalidating to the child and their family (Savina et al., 2014). Moreover, according to one
researcher, many school districts do not feel prepared, nor have the resources, to provide the
level of support some children need post-hospitalization (Durbin, 2017). A review of the
literature in this domain highlights the shortage of research related to recommended practices for
supporting children and their families throughout the mental health hospitalization and treatment
process (Simon & Savina, 2010). Currently, little is known about the variation in coordination
and communication between these service providers and how differing practices may impact a
child and their family as they navigate the transition process. In addition, it is unclear what
standardized practices or protocols, if any, are currently employed by service providers across
the continuum of care as they support children throughout the transition.
Rationale for the Current Study
The transition experiences of school-based mental health providers have yet to be
explored using mixed methods. Rather, the literature has largely focused on assessing the
experiences of caregivers, youth, therapists, and special education teachers using primarily
quantitative or qualitative methods. A thorough review of the literature, conducted in August of
2019, revealed that there are seven peer-reviewed publications and three dissertations that
address various aspects of the hospital-to-school transition (e.g., transition practices,
standardized plans, and responsibilities) from different key perspectives (See Table 1). The first
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relevant publication identified was conducted by Savina et al. (2014); they completed a review of
the literature related to transition practices and school reintegration experiences from an
ecological perspective. White et al. (2017) addressed the need for a standardized re-entry
protocol, and the authors provide an evaluation of a school-based transition program designed to
facilitate school reentry. Two publications, one article (Simon & Savina, 2010) and one
dissertation (Bechberger, 2012), address the dearth of quantitative research related to the role of
school staff (special educators and school psychologists) in the hospital-to-school transition. An
additional study (Clemens et al., 2011) used qualitative data collected from mental health
professionals to explore assets and barriers to adolescents’ return to school. Finally, five studies
addressed the role and experiences of children and families in the hospital-to-school transition;
one article and one dissertation provide a voice to youth and adolescents and their experiences
returning to school after a mental health hospitalization (Iverson, 2017; Preyde et al., 2018). An
additional dissertation examined the hospital-to-school transition for children using multiple case
studies and family experiences (Rager, 2013) and the final two publications examined the
hospital-to-school transition experience and associated resources from the perspective of the
patient’s parents and caregivers (Blizzard et al., 2016; Puotiniemi et al., 2002).
Based on this initial review of the literature, it is apparent that the hospital-to-school
transition is an area of significant concern for many researchers. Despite these advancements in
the literature, the experiences and perspectives of school-based service providers regarding their
general experiences related to the hospital-to-school transition, pre– and post–hospitalization
communication and collaboration, and use (or lack thereof) of standardized practices have been
largely understudied. As a result, the impact of communication and collaboration across key
stakeholders and the continuum of care is not well understood. It has been recommended that
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research on transitions from pediatric hospitals should begin immediately following admittance;
however, it is apparent, based on the literature review, that this recommendation has not been
translated into practice (Madan-Swain et al., 2004; Stuart & Goodsitt, 1996; Ylvisaker et al.,
1993). Understanding the facilitators and barriers within the hospital-to-school transition will
allow service providers to be optimally prepared to work with children who are transitioning
from psychiatric hospitalization back to school (Savina et al., 2014). Therefore, this study aims
to gather information regarding current practices that are utilized and perceived facilitators and
barriers that arise when a child transitions from an inpatient or partial hospitalization program
back to school, with a particular focus on communication and collaboration across settings.
Simultaneously, this study also aims to provide a voice to the “lived-experiences” of the schoolbased providers who are involved.
Purpose and Scope of the Study
The purpose of this study is to better understand the hospital-to-school transition by
investigating the unique experiences of school-based providers, as they are optimally situated
within a child’s ecological system to provide support across the continuum of care. More
specifically, this study aims to provide insight into the interdisciplinary communication and
collaboration that occurs during a hospital-to-school transition, use of systematic practices and
procedures, and perceived facilitators and barriers to the process.
Research Questions
(1) What experience do school personnel have with hospital-to-school transition?
(1a) How satisfied are school personnel with their experiences?
(2) What standardized practices and procedures are employed in the transition process?
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(3) How do school personnel describe communication and collaboration across the hospital-toschool transition?
(3a) How satisfied are school personnel with the level of communication and
collaboration throughout the hospital-to-school transition?
(3b) What barriers to communication and collaboration exist?
(3c) What facilitators of communication and collaboration exist?
(4) How do factors across different systems indirectly impact the transition process?
Worldview and Theoretical Framework
The following section will provide a brief overview on phenomenology and ecological
systems theory. Collectively, these frameworks guide the researcher’s mixed methods approach
to understanding the experiences of school-based personnel as they support children and family
with the hospital-to-school transition. Because the researcher determined that a mixed method
design would provide a more comprehensive understanding of the hospital-to-school transition
experience, a dialectical approach was employed (McChesney & Alridge, 2019). According to
Greene and Hall (2010), a dialectical perspective welcomes more than one worldview, paradigm,
theoretical approach, or methodology into the same inquiry space while simultaneously engaging
in respectful dialogue (McChesney & Alridge, 2019). In the following study, a dialectical
approach to the mixed methods study allows the researcher to address different aspects of the
phenomena while also overcoming weaknesses that are inherent to qualitative or quantitative
approaches when used independently (Greene, 2007; Tashakkori & Teddlie, 2003; Teddlie and
Tashakkori 2009).
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Phenomenology
A worldview can be defined as the “basic set of beliefs that guide action” (Guba, 1990, p.
17) or a “general philosophical orientation about the world and the nature of research that a
researcher brings to their study” (Creswell, 2014, p. 6). Phenomenology is a twentieth century
school of philosophy that is also considered, by some, to be the foundation of all qualitative
research methods (Husserl, 1970; Merriam & Tisdell, 2016). At its core, phenomenology is the
study of an individual’s reality and lived experience (Creswell, 2014). In research, the goal of a
phenomenological study becomes situated around the participants’ conscious experiences of their
“everyday life and social action” (Merriam & Tisdell, 2016). This approach tasks the researcher
with the role of depicting the “essence” or basic underlying structure of a common experience or
phenomena being studied (Creswell, 2014; Merriam & Tisdell, 2016). Often, phenomenological
studies focus on the lived experiences that are associated with intense affective and emotional
human experiences (Merriam & Tisdell, 2016).
Using a phenomenological approach, the following study aims to illustrate the
participants’ lived experiences, perspectives, and beliefs while also recognizing that there is
intersubjectivity about the phenomena (Bevan, 2014). Although phenomenological outcomes do
not generally lead to universal theories or generalizations, the data that are collected intend to
provide a rich and contextually situated understanding of the hospital-to-school transition
through the lived-experiences of the individuals involved (McChesney & Aldridge, 2019).
The phenomenological intent focuses on depicting the reality of others’ world and lived
experiences; however, in order to accurately do so the researcher must also recognize their own
background. This includes a level of awareness and cognizance around how their interpretation is
shaped by the unique experiences of their past, and how to adequately position themselves in the

9
research, so they are capable of acknowledging the interconnected relationship between the
researcher, the participant, and the phenomena (Creswell, 2014).
Ecological Systems Theory
Although the researcher is approaching the hospital-to-school transition with a
phenomenological lens, a dialectical perspective enables a greater level of understanding and
appreciation for the complexity of the individuals and systems involved. As such, the researcher
also incorporated a secondary theoretical framework to address different aspects of the research
questions allowing for stronger inferences to be drawn from the data (Greene 2007; Tashakkori
& Teddlie, 2003; Teddlie & Tashakkori 2009).
Ecological Systems Theory (EST), also known as Human Ecology Theory, was first
published in 1979 by Urie Bronfenbrenner to explain how human development is impacted by
the various environmental systems that one encounters. EST provides a framework for
understanding the gradual, complex, and reciprocal relationship between a developing child and
the constantly evolving properties of that child’s environment (Bronfenbrenner, 1979). A key
component of EST is that a child is not only influenced by their immediate environment but also
by the relations between these settings, and by the larger contexts in which the settings are
embedded. Therefore, Bronfenbrenner argues that the relationship between a child and their
environment is bidirectional and reciprocal in nature, meaning that as the child progresses and
grows a process of mutual accommodation will occur between the individual and their
environment.
Because EST emphasizes the complex interaction between a child and their environments,
this theoretical framework facilitates exploration of the interdisciplinary experiences of
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individuals involved in the hospital-to-school transition. Through the theoretical lens of EST, a
child’s development will be continuously influenced by the interaction that is occurring between
and within their ecological environment (Bronfenbrenner, 1979). Therefore, EST will be
valuable in considering the impact of specific interconnected structures within the micro-, meso-,
exo-, and macrosystems. For instance, a child’s microsystem consists of the individuals in which
they have direct contact. Within the context of the hospital-to-school transition, this includes the
child’s family, doctors, teachers, and peers. These reciprocal relationships collectively impact the
child’s development. The mesosystem is comprised of the relationships and interconnections of
the microsystem. This system highlights the impact of the relationship between a child’s parent
and their teacher or doctor. The third structure, the exosystem, refers to the overarching link
between systems in which the child is not embedded. For the purposes of this study, this may
include the relationship between hospital administration and the child’s doctor or the impact of
the school board’s decisions on the child’s teacher. The macrosystem describes the surrounding
culture along with any belief systems or ideologies underlying the subculture in which a child is
developing. Within the hospital-to-school transition, this may include the child’s urban living
environment, race, or socioeconomic background. In addition, this system may also consider the
impact of nationwide healthcare policy on a child’s length of stay in a partial-hospitalization
program. The final system, the chronosystem, refers to the environmental events and changes
over time. This system may examine the impact of multiple hospitalizations at different
developmental periods or the impact of a new classroom teacher on a child’s development over
time.
As suggested by Bronfenbrenner (1979), an ecological transition occurs whenever a
child's position in their ecological environment is altered as the result of a change in role, setting,
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or both (p. 26). For the purposes of this study, EST will be used to support the researcher’s
understanding of the complex and interconnected relationships of the individuals and systems
involved throughout a child’s hospital-to-school transition. Because Bronfenbrenner argued that
every ecological transition is both a consequence and an instigator of developmental processes,
the current study emphasizes the relational interactions, organizational structures, and systemic
practices and policies that act as facilitators or barriers while also bringing to light the unique
experiences of each individual.

CHAPTER TWO
LITERATURE REVIEW
Overview of Mental Health Needs and Treatment
Current Statistics and Prevalence
Approximately 17.1 of the 74.5 million children in the U.S. have or have had a
psychiatric disorder (Merikangas et al., 2010; Kessler, 2005; Children’s Mental Health Report,
2015). Based on the most recent statistics, this number is more than the number of children with
cancer, diabetes, and HIV combined (National Cancer Institute; American Diabetes Association;
Centers for Disease Control and Prevention as cited in the Children’s Mental Health Report,
2015). For many, psychiatric disorders begin in childhood (Kessler, 2005) and often persist into
adulthood (Angold & Costello, 1995) resulting in significant costs to families, communities, and
society at large (Cohen, 1998). Although reports vary greatly based on the form of assessment,
according to the Children’s Mental Health report published by the Child Mind Institute (2015),
half of all psychiatric disorders are diagnosed before the age of 14 with nearly 75% occurring
before the age of 24. Findings from a large study of 10,123 adolescents ranging from 13–18
years suggests that 49.5% of American youth will have a diagnosable mental illness at some
point before they are 18, with 22.2% of American youth presenting with “serious impairment”
before 18 (Merikangas et al., 2010). According to Merikangas et al. (2010), the three most
diagnosed disorders in childhood and adolescence include anxiety, attention deficit hyperactivity
disorder (ADHD) and disruptive behavior disorders, and depression. For the purposes of their
12
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study, Merikangas et al. (2010) define anxiety disorders as including generalized anxiety
disorder, social anxiety disorder, specific phobias, panic disorder, post-traumatic stress disorder
(PTSD), and separation anxiety disorder. Behavior disorders are defined as ADHD, oppositional
defiant disorder, and conduct disorder, and mood disorders include major depressive disorder,
dysthymia, and bipolar disorders (Merikangas et al., 2010). Analyses showed that 40.2% of
children and adolescents are diagnosed with anxiety disorders, 29.2% are diagnosed with ADHD
and disruptive behavior disorders, 25.5% are diagnosed with depression and bipolar disorders,
and 2.7% are diagnosed with eating disorders (Merikangas et al., 2010). Moreover, because the
age of onset varied greatly across diagnoses, the authors examined the median age at which
children received these diagnoses. Among the adolescents in the sample, approximately 50% of
anxiety disorders occurred by the age of six. Diagnostic risk for mood and behavior disorders
was determined to be moderately low with a steady increase around the age of 13. Substance use
disorders have the latest onset with a sharp increase in prevalence after the age of 15. Of note,
approximately 40% of adolescents reported more than one comorbid diagnosis, with mood
disorders being the most likely to co-occur with other classes (Merikangas et al., 2010).
A significant concern for many children who experience mental health challenges is the
host of negative health outcomes associated with the diagnoses. Untreated mental health
difficulties among children, youth, and young adults result in a substantial burden for the
individual, their families, and the nation, while also threatening the future health and well-being
of young people (O’Connell, Boat, & Warner, 2009). Negative outcomes include— but are not
limited to— poor social outcomes, academic difficulties, and low educational attainment leading
to a decrease in employment, income, homelessness and/or social exclusion (Edward-Galabuzi,
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2009; Raphael, 2009; Stansfield, Marmot, & Wilkinson, 2006;). Moreover, childhood mental
health disorders can be predictive of an increased burden on the child welfare system and greater
demands on the juvenile justice system (Institute of Medicine, 2006). For children whose mental
health difficulties are untreated, the rates of suicide, substance abuse, and depression increase
significantly particularly as children transition to adolescence (CDC, 2016; O’Connell et al.,
2009).
Self-harm and suicide are arguably two of the most critical risk factors related to
untreated mental health difficulties. After accidents, suicide is the second leading cause of death
for youth between the ages of 10-24 years, with over 6,000 deaths by suicide in 2016 amongst
this age group (Asarnow, Fogelson, Fitzpatrick & Hughes, 2018; CDC, 2016; Wasserman
et al., 2015). According to the CDC (2016), unlike other causes of death among adolescents,
suicide rates are increasing, with suicide deaths in the United States more than doubling as a
child transitions from adolescence to young adulthood. Of the youth who die by suicide, it is
estimated that 90% have a history of a psychiatric disorder suggesting that these children have
had contact with the healthcare system yet effective prevention or intervention strategies were
either not employed or were not accessed by the individual (Arsenault-Lapierre, Kim, & Turecki,
2004; Turecki & Brent, 2016). According to data obtained in the Children’s Mental Health
Report (2015), approximately 157,000 adolescents are hospitalized for self-injury every year.
Self-harm is the strongest predictor of death by suicide and, therefore, the identification of this
risk factor may be the most effective method for detecting children who are in need of
intervention services (Asarnow & Ougrin, 2019).
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Access to Treatment
Despite the significant need, access to mental health services and barriers to care continue
to prevent youth from receiving appropriate treatment. Of the 74.5 million children in the U.S., it
is estimated that only 7.4% of children accessed mental health services each year (Merikangas,
2010). Studies in the United States indicate that fewer than one in eight children with a mental
health disorder is currently receiving treatment and only about one in four has ever received
treatment (Burns et al., 1995; Farmer et al., 2003; Kataoka, Zhang, and Wells, 2002). It is
suggested that a shortage of service providers, funding, and treatment options are confounded by
a lack of awareness and pervasive stigma further preventing young people from getting help
(Merikangas et al., 2010). According to the Centers for Disease Control and Prevention, barriers
to pediatric mental health care may include parental reluctance, treatment costs, accessibility of
providers, shortage of specialized providers, long waiting lists, and lack of insurance coverage
(CDC, 2019). Untreated mental health disorders result in a significant economic burden and
societal impact including absence from education, academic underachievement leading to
financial dependency, involvement in criminal activity, the use of illicit drugs, the inability to
benefit from rehabilitation, comorbid medical conditions, and other high-risk behaviors. In
contrast, however, the improvement of quality mental health care and access to supports for
children and adolescents has been linked to improved physical health, enhanced productivity,
and increased stability (O’Connell, Boat, & Warner, 2009; Walt, 2003).
Youth Mental Health Treatment Settings
The provision of mental health services is often described on a continuum from least
restrictive to most restrictive with regard to setting, intensity, and duration of the treatment. The
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continuum of care can range from outpatient counseling, intensive outpatient care, partialhospitalization programs, inpatient treatment, and long-term residential care. Outpatient care and
intensive outpatient care are both forms of clinic-based treatment that vary based on the duration
and frequency with which the patient attends therapy. Partial-hospitalization programs are more
intensive and include daily treatment typically occurring during the work or school hours. Lastly,
inpatient and long-term residential care are both forms of treatment that require the patient to be
admitted to a setting for 24-hour care. According to the American Academy of Child and
Adolescent Psychiatry (2010), when determining the appropriate setting and treatment the
following variables should be closely considered: (a) clinical services, (b) support services, (c)
care environment, (d) crisis stabilization and, (e) prevention services. Although contingent on the
program, treatment across these settings will often combine individual therapy, family therapy,
group therapy, medication management, and educational services. For the purposes of this study,
inpatient treatment and partial hospitalization programs will be reviewed in more detail below.
Inpatient Treatment Programs
Inpatient psychiatric hospitalization is an intensive intervention designed to stabilize
children and adolescents experiencing an acute mental health crisis when treatment cannot be
safely provided in a less restrictive setting (Balkin & Roland, 2007; Clemens et al., 2011; Daniel
et al., 2004). An inpatient program provides children and adolescents with 24-hour care provided
by a multidisciplinary mental health program under medical supervision and leadership. In the
U.S., current trends indicate that on average the length of stay for inpatient psychiatric care for
children is six days (Tharayil, Sigrid, Morgan, & Freeman, 2012). This form of treatment is
frequently implemented when a child or adolescent cannot be treated in a community-based
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setting due to the severity of their presentation (American Academy of Child and Adolescent
Psychiatry, 2010). One nationally representative study examining pediatric inpatient data found
that the most common mental health diagnoses of admitted children (age 3-20 years) were
depression (44.1%), bipolar disorder (18.1%), and psychosis (12.1%; Bardach et al., 2014).
Each year over a quarter of a million U.S. children reside for a period of time in an
inpatient program (Simon & Savina, 2010). A report analyzing data obtained from the National
Hospital Discharge Survey found that the rate of inpatient hospitalizations for psychiatric
disorders among children and adolescents increased substantially between 1996 and 2007
(Blader, 2011). By 2007, inpatient rates for children (age 5-13) rose by 81%, signifying that 283
per every 100,000 children in the population received inpatient treatment (Blader, 2011).
Although to a lesser extent, inpatient hospitalization rates also rose for adolescents (age 14-19)
by almost 42% during that time period, resulting in 969 admissions per every 100,000
adolescents (Blader, 2011).
Partial Hospitalization Treatment Programs
Partial hospitalization, also called day treatment programs, are a combination of mental
health treatment in conjunction with educational services provided within the confines of a
regular school day and often occurring in a hospital or outpatient setting. The primary goal of
partial hospitalization programs (PHP) is to decrease psychiatric symptoms through a
multimodal treatment approach targeting functional change (Durbin et al., 2017). PHPs focus on
the variety of environments and roles a child may operate within, such as school, interpersonal
relationships (family and peers), and community, including the ability to perform useful or
functional tasks (Kiser & Millsap, 1996). Moreover, this form of treatment also seeks to identify
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and reinforce strengths within the child, their family, and the community so a child can benefit
from community-based treatment in a less restrictive setting. For some children, PHPs are
utilized as a step down from inpatient care to provide a gradual transition back into the home or
school setting (Yaptangco et al., 2019).
Partial hospitalization programs provide a practical and cost-effective alternative to
conventional inpatient or outpatient care, offering more intensive professional services than those
provided by typical outpatient clinics (Cornwall and Blood, 1998; Drymalski and Washburn,
2011; Horvitz-Lennon et al., 2001). Research has suggested that PHPs elicit greater behavioral
improvements for patients than outpatient treatment alone (Durbin et al., 2017; Kennair, Mellor,
& Brann, 2011). Another prospective study found that youth demonstrated statistically
significant improvements in symptom severity from pretest to posttest; however, the authors
noted that these findings are not suggestive of remission as average posttest symptom severity
continued to be within the mild to moderate ranges (Thatte, et al., 2013). Despite the many
benefits, PHPs are an understudied form of treatment (Thatte, et al., 2013). Nonetheless, results
from initial outcome studies appear promising, with PHP’s generally reducing symptom severity
while allowing the child to build confidence through the development of functional coping and
social skills in the least restrictive environment (Durbin et al., 2017).
Outcomes and Readmission Rates
To date, few studies have examined the long-term or post-discharge outcomes of acute
psychiatric inpatient care (Pottick, Hansell, Gaboda, & Gutterman, 1993; Tharayil et al., 2012) or
child PHPs (Durbin et al., 2017). Much of the literature reports changes that occur from
admission to discharge, with significant improvements in child behavior and emotional
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symptoms (Gavidia-Payne, Littlefield, Hallgren, Jenkins, & Coventry, 2003; Swadi & Bobier,
2005), as well as overall functioning found (Gold et al., 2009). Similarly, research specific to
PHPs suggests that children between 2-18 years old have demonstrated significant reductions in
externalizing, internalizing, and total behavior problems from admission to discharge (Martin et
al., 2013; Milin & Coupland, 2000). However, when examining long-term outcomes, the benefits
of inpatient care do not seem to be sustained. One longitudinal follow-up study assessed a
sample of 50 children who had received inpatient psychiatric treatment 16 years prior. The
authors found that most participants experienced poor long-term outcomes, which were defined
as death, imprisonment, unemployment, or psychiatric illness (Healy & Fitzgerald, 2000).
Despite economic and financial barriers, hospital re-admittance rates have been reported
to range from 30% to 60% depending on the assessment time frame following discharge;
nevertheless, this suggests that many children will experience school reintegration more than
once (Arnold et al., 2003; Blader, 2004; James et al., 2010). Several authors have examined
hospital readmissions based on critical time frames following discharge. Blader (2004) found
that 81% of children were readmitted within three months; results from Pottick et al. (2000)
indicated that 40% of youth are re-hospitalized within a year; and findings from James et al.
(2010) suggests that 43% of children and adolescents will experience re-hospitalization within
2.5 years following discharge. Although there is some variation in the statistics, children’s
readmission rates are consistently higher than those in the adult population, further suggesting
the need for additional post-care support (Savina et al., 2014).
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Educational Considerations in Mental Health Treatment
Referrals to inpatient and partial hospitalization programs typically come from
individuals who regularly interact with the child including the child’s school (Kiser, Heston,
Millsap, & Pruitt, 1991; Kiser & Millsap, 1996). Most children who are discharged from an
inpatient or PHP setting will require mental health services after discharge from the program
(Kiser et al., 1991; Kiser & Millsap, 1996). Moreover, these children will likely transition back
to a school setting, one of the most common and universal environments for a child or adolescent.
Schools play a critical role in the identification for, referral to, and maintenance of treatment for
children with mental health diagnoses. Furthermore, research associated with youths’
experiences following hospitalization suggests that a better understanding of a child’s school
related difficulties can lead to improved discharge planning and transition supports; therefore,
increasing the child’s academic achievement and reducing the prevalence of readmission
(Knollman et al., 2010; Preyde et al., 2017).
Youth with mental health challenges have increased rates of academic difficulties and
challenges with school engagement often resulting from their overarching psychological
symptoms (Cueller, 2015; McLeod et al., 2012). Because of this, youth may attempt to avoid
school altogether which further highlights the importance of post-discharge practices and the
school reintegration process (Knollmann et al., 2010). It is estimated that 30% of children who
are hospitalized for mental health treatment had IEPs prior to their admittance (Dielmann &
Simon, 2006). Additionally, according to Simon and Savina (2010), many previously
unidentified children will require the provision of special education services upon their return to
school. Thus, to mitigate the potential host of negative outcomes often associated with mental
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health disorders, it is suggested that children returning to school following psychiatric
hospitalization will require a higher level of support across the board.
Key Components of the Hospital-to-School Transition Process
The U.S. has seen an increase in pediatric hospitalizations for mental health concerns; yet
a review of the literature highlights the shortage of research related to recommended practices for
supporting children and their families throughout the mental health hospitalization and treatment
process (Simon & Savina, 2010). After a child is discharged from an intensive psychiatric
treatment program, the return to school can vary greatly, as practices and protocols are likely to
differ at each hospital and school. This lack of standardization can create a process that is
difficult to navigate, time intensive, and distressing for the child and their family. For many
children, a hospital-to-school transition will occur across several different systems, environments,
and individuals. Consequently, a lack of communication and diffusion of responsibility is likely
to occur resulting in a transition process that is uncoordinated, disjointed, and invalidating to the
child and their family (Savina et al., 2014). In addition, little is known about the variation in
coordination and communication across service providers and how the implementation of
standardized practices may impact the transition outcomes.
According to Ecological Systems Theory (1979), any form of transition creates a
disequilibrium and a sense of instability between a child and his/her environment. As such, the
child is required to engage in a higher level of adaptation to efficiently acclimate to the new
environment (Brofenbrenner, 1979). However, this adaptation is not solely placed on the child,
successful acclimation in any transition is also heavily influenced by the multiple systems in
which a child is situated (Bronfenbrenner 1979; Gutkin 2012; Sameroff 2009). Due to the impact
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of these systems on a child’s capacity to successfully reintegrate back to school, this section will
review the literature associated with the hospital-to-school transition through the lens of the
ecological framework. The following subsections will review key individual and environmental
factors including: (1) systemic and inter-agency factors; (2) school factors; and (3) child and
family factors. These ecological factors and their associated impact on a child’s transition from
an inpatient or partial hospitalization program back to school will be reviewed in conjunction
with ecological considerations, recommendations, and clinical implications.
Systemic and Inter-Agency Factors
The hospital-to-school transition requires substantial communication and planning across
individuals and systems of care including psychiatrists, case managers, school counselors, social
workers, school psychologists, and teachers. Thus, the two most mentioned factors
accompanying a successful transition are communication and coordination around reentry
planning (Clemens et al., 2011).
Communication and Collaboration
In order to allow for effective collaboration, researchers have recommended that each
state education department adopt a standard reintegration protocol that provides an overview of
practices for all individuals and institutions involved (Savina et al., 2014). Due to the extensive
nature of the communication and collaboration that is required, it is recommended that one
professional be designated as a reentry coordinator; this person is charged with communicating
with the family, school, hospital, and outpatient providers (Clemens et al., 2011; Madan-Swain,
Katz, & LaGory, 2003; White, Langman, & Henderson, 2006). Several researchers have
suggested that a member of the school serve as a liaison between all parties in order to aid in
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communication across stakeholders (Cook-Cottone, 2004; Kaffenberger, 2006; Prevatt, Heffer,
& Lowe, 2000). Depending on the school district, this may be a school counselor, school
psychologist, social worker, or district wide clinical coordinator. In contrast, other research has
suggested the use of a community-based care manager, as this individual may be ideally trained
and positioned within the community to act as a liaison between the key systems involved to
support coordination of care and communication across stakeholders (Semrund-Clikeman &
Bledsoe, 2013; Taylor et al., 2003).
Clemens et al. (2011) highlight key aspects of the ‘reentry coordinator’ and their role in
supporting educators, parents, and mental health professionals throughout the reintegration. First
and foremost, the authors highlight that the reentry coordinator should serve as the
communication hub for all agencies and individuals involved in the process, highlighting the
importance of good communication amongst all involved parties. In addition, the reentry
coordinator should act as the primary school-based contact for the parents and student, working
to ensure that the family’s needs guide the reentry process. Lastly, the reentry coordinator should
be viewed as a facilitator of a multi-disciplinary team rather than a sole coordinator
independently responsible for the transition. In terms of specific procedures, a reentry
coordinator would ideally work with parents to ensure that releases of information are signed to
facilitate communication between the hospital, any outpatient providers, and the school.
Moreover, the reentry coordinator and their team would request and synthesize information from
the hospital and school so it can be used to effectively inform intervention planning (e.g., list of
missed assignments, recommendations from the hospital and outpatient providers, students’
perception of current symptoms or medication side effects; Clemens et al., 2011, p. 210). It is
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also recommended that the reentry coordinator support parents by acting as a liaison, identifying
gaps in services and supports, and following up on long-term post-transition care including
therapy and medication management. In conjunction, the reentry coordinator would also work to
support realistic parental and teacher expectations. As suggested by Clemens et al.’s (2011)
participants, a supportive adult relationship is essential to a successful reentry. The authors
indicate that this supportive adult relationship can be fulfilled by the designated reentry
coordinator or another member of the school faculty or administration depending on availability
and the strength of the student’s relationship with the individual. For this relationship to be
beneficial, it is critical for the supportive adult and student to speak about their relationship prior
to the student’s return to school. This discussion should address the confines of the relationship
while also making it known to the student that the things shared with this supportive adult are not
confidential; meaning that the adult will talk with the reentry coordinator about how the student
is doing and their progress (Clemens et al., 2011).
The role of a designated reentry coordinator will include many different aspects of
collaboration, organization, dissemination, and facilitation of effective communication across
parties. Therefore, prior to the designation of a reentry coordinator it is important for those
involved to consider the individual’s job requirements and training in cross-system collaboration
strategies. The reentry coordinator should have appropriate mental health training and the ability
to provide efficient communication, shared decision making, joint responsibility, and appropriate
and allied services or treatment (Sheridan et al., 2010).
Although each professional brings a unique set of skills and knowledge that centers
around supporting the child, collaborative challenges are likely to arise due to individual and
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systemic barriers (Savina et al., 2014). Individual complications may arise due to differences in
communication, schedules, timing, and job requirements (Savina et al., 2014). In addition,
organizational or systemic barriers may also impede the efficiency of inter-agency collaboration.
Barriers may include a lack of shared goals, indistinct responsibilities or roles, lack of
commitment, poor communication, weak leadership, differences in perspectives, and dissimilar
treatment approaches or explanatory models of children’s difficulties and needs (Johnson et al.,
2003; Widmark et al., 2011)
School and Educational Factors
School is one of the most universal post-discharge environments, which makes the school
reentry experience critical in determining a child’s post-discharge adjustment and associated
long-term outcomes (Savina et al., 2014). Therefore, there are many key factors specific to the
school environment and staff that should be considered in the provision of a successful hospitalto-school reintegration.
Based on the literature, school support can come in a variety of different forms
throughout the transition process. Several authors recommend that support from the child’s
school should occur prior to discharge to ease the reintegration period. For instance, one study
found that contact before the child reintegrates in conjunction with ongoing support were
important to facilitating successful reentry (Rohr & James, 1994). Research related to pediatric
cancer patients’ school reintegration found that a visit to the hospital from school staff was
helpful in the transition process (Armstrong, Blumberg, & Toledano, 1999). Similarly, findings
from a study examining the reintegration process for children with traumatic brain injuries

26
suggest that encouraging cards or phone calls from classmates might also aid in a successful
reentry (Madan-Swain et al., 2003).
Because the first few days after discharge are most critical, Savina et al. (2014)
recommend that all post-transition considerations be outlined in a school reintegration plan that
utilizes an ecological perspective. The protocol should include interventions provided directly to
the child along with interventions that will address the child’s environment including parents,
teachers, and peers. The following components are suggested by Savina et al. (2014):
(1) The child’s needs during the school reentry process including academic,
socioemotional, and physical; (2) Interventions to support the child’s adjustment to
school such as academic assistance, counseling services, and/or behavioral assistance
along with short- and long-term goals related to this support; (3) Methods to prepare
teachers who will interact with the discharged child; e.g., teachers may need assistance in
implementing behavioral or academic interventions in the classroom, require information
on the child’s emotional needs and how to best handle potentially difficult situations with
the student; (4) Methods to address potentially negative reactions from peers and create
an accepting social environment; (5) An emergency plan for self- or other-harm behavior
of the child; (6) Roles and responsibilities of school health and mental health
professionals for each element of school reintegration process, including monitoring the
child’s medication intake by the school nurse, providing emotional support to the child
and family by a school counselor or school psychologist, and consultations with the
child’s teacher(s); and (7) A list of contact persons including school reintegration liaison,
outpatient therapy provider, school psychologist, school counselor, and parents. (p. 736)
The extent to which a child is initially reintegrated may vary based on their individual
presentation. According to White et al. (2006), an intensive school-based transition program is
recommended for the first 6-10 weeks after the child is discharged. In contrast, other researchers
have suggested an overall deceleration of the reintegration process with partial attendance and
half-days (Clemens et al., 2011). Nonetheless, once a child returns to the school environment,
much of the research emphasizes the promotion of continuity and consistency of services
especially within the school environment. It is recommended that school staff collaborate with
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the hospital in order to understand the most effective treatment approach and interventions used
during the hospitalization (Savina et al., 2014). Based on the child’s post-transition needs,
teachers and school staff are encouraged to carry over previously implemented interventions
whenever possible. Should new problems arise, the use of targeted school-based interventions
may also prove effective. Research has suggested that targeted evidence-based interventions
could address common difficulties including problem solving, emotion regulation, social and
stress management (Franklin et al., 2012; Mayer et al., 2009).
In order to inform the most effective school-based practices, it is also important that one
consider the barriers within the educational environment. Ideally, hospital staff would contact the
school prior to the child’s discharge to inform school personnel of the upcoming transition and
associated recommendations for the individual child. However, research has shown that such
contact is often missing, and schools are provided limited information before the child returns,
creating an immediate barrier to a successful and smooth transition (Savina et al., 2014). As a
result, this makes it difficult for school personnel to provide teachers with appropriate supports,
trainings, and guidance. In turn, many children will return to environments that are not aware of
their transition nor prepared with applicable information or supports (Simon & Savina, 2010).
Teacher attitudes and understanding of the child’s diagnosis is also an important barrier
to address. Moore et al. (2009) described the transition experiences of children with cancer; the
most commonly parent-reported school barriers were associated with the teacher attitudes
throughout the transition (Moore, Kaffenberger, Goldberg, Oh, & Hudspeth, 2009). According to
these findings, parents felt that the teacher’s unwillingness to make accommodations and the
provision of unsatisfactory educational services impacted the success of their child’s transition
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(Moore et al., 2009). Similarly, families of students with cancer also reported that inconsistent
and inflexible school policies can be problematic creating an arduous transition experience
(Kaffenberger, 2006; Moore et al., 2009). In another study examining reentry experiences for
youth diagnosed with a traumatic brain injury (TBI), Diedrick and Farmer (2005) suggested that,
at times, TBI symptoms can be misjudged by a child’s teacher as laziness or poor motivation,
impacting the teacher’s perception of the child’s disability, need for supports, and adherence to
the reentry plan. It is likely that similar misunderstandings could exist for children re-entering
school following a psychiatric hospitalization.
Individual Factors
Although much of the planning and communication for the hospital-to-school transition
will occur without the child, the success of the transition is equally dependent on the
consideration of factors specific to the child and their family. Prior to discharge, ecologically
informed guidelines suggest that a child be optimally prepared to meet the demands specific to
the school environment, and school personnel should be equally prepared to support the child’s
individual needs throughout the transition (Savina et al., 2014). Regardless of the nature of the
hospitalization, as soon as a child is admitted, hospital staff should begin drafting an
individualized reentry plan which incorporates individual student needs in conjunction with
family needs (Deidrick & Farmer, 2005; Prevatt et al., 2000). Deidrick and Farmer (2005)
analyzed the school reentry process for students with TBIs and described planning as the
cornerstone for reentry, emphasizing the importance of a multidisciplinary team, ongoing
evaluation and restructuring of individualized reentry plan, and placement of the child’s family at
the center of the transition team (Deidrick & Farmer, 2005). In addition, the literature
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demonstrated the importance of family-based education and training related to the disorder or
disease that preempted the hospitalization (Deidrick & Farmer, 2005; Moore et al., 2009). It is
recommended that a component of family preparation include instruction around special
education rights and the process to access school-based services and supports (Moore et al.,
2009).
For many children, there may be a sense of anxiety associated with the thought of an
upcoming discharge and reintegration process. According to Dalton, Muller, and Foreman (1989),
these anxieties can stem from attachment to the hospital setting and the relationships a child may
have established during the hospitalization. Additionally, it is not uncommon for hospitalized
children to have had preexisting academic, behavioral, and relational problems within the setting
they are returning to (Clemens et al., 2010). Therefore, there may be additional apprehensions
exclusive to the post-discharge environment as the child may perceive school as a place of
failure or embarrassment. Based on the presence of these anxieties, researchers have
recommended that pre-discharge practices and interventions prepare children for the possibility
of adaptation challenges. Although the content will vary based on the individual child, topics
may include regression or reappearance of symptoms, feelings of social isolation, difficulties
with academic tasks or learning, and negative comments, attitudes, and reactions from others
(Hinshaw, 2005; Simon & Savina, 2010). By providing preparation and coaching to address
these adaptation challenges, children will have an understanding of the context before they
encounter it (e.g., reactions of others may be a result of lack of knowledge rather than their
individual or personal characteristics) allowing the child to more effectively employ coping
strategies, seek support, or respond appropriately (Hinshaw, 2005).
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Once discharged, a child will be required to navigate many psychosocial tasks. One of the
most challenging tasks is the generalization of treatment to other environments; successful
school reintegration and post-discharge adjustment are significantly dependent on the
maintenance of treatment gains (Savina et al., 2014). Similarly, children are required to adjust to
several post-hospital environments varying in their level of structure, demands, social
engagement, and expectations. For many, the shift to a less structured, more independent
environment can lead to feelings of instability and chaos (Savina et al., 2014). Because school is
one of the major post-discharge environments, the transition will also require the navigation of
academic and social demands. Social relationships and peer support can provide a buffer to stress
associated with the reintegration (Trickett & Buchanan, 2001); however, many children
experience anxiety related to the reinstatement of relationships with parents, peers, and school
personnel. Likewise, depending on the leniency of the return environment, a child may
experience increased academic demands and make-up work with little support (Preyde et al.,
2018). Therefore, children will have to manage their ability to cope with unpredictable stressors
associated with the return to school while also navigating the reality of being academically
behind (Preyde et al., 2018). In addition, outside of the school environment, children may be
required to transition into a new outpatient setting to receive after-care mental health services.
In addition to anxiety, students reentering school after an extended absence may also be
prone to social isolation or ostracization (Clemens et al., 2011). The literature has suggested
there are many foundational reasons for which social isolation may occur, including peers not
knowing how to help (Diedrick & Farmer, 2005); not understanding the child’s injury, disease,
or diagnosis (Diedrick & Farmer, 2005; Kaffenberger, 2006; Moore et al., 2009); or fears
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associated with a lack of understanding (e.g., catching cancer; Kaffenberger, 2006; Moore et al.,
2009). Because social support has been associated with academic motivation and successful
reintegration, any variation of social isolation, therefore, may act as an impediment or
obstruction to a child’s reentry (Connell & Wellborn, 1991).
A final consideration in supporting a successful reintegration is related to a child’s need
for ongoing medical management (Clemens et al., 2011). Research has suggested that many
children will be discharged from the hospital, yet their medical issues may not be completely
resolved at the time of reintegration to school (Deidrick & Farmer, 2005; Kaffenberger, 2006).
This can lead to inconsistent attendance or partial absences for ongoing health care appointments
(Prevatt et al., 2000). Moreover, many medications that are used to treat or manage symptoms of
specific disorders may result in side effects that influence a child’s experience in school. For
instance, some medications may impact a child’s learning (e.g., difficulty concentrating or
sustaining attention) or lead to a misunderstanding by teachers or peers (e.g., drowsiness or
fatigue could be interpreted as laziness; Clemens et al., 2011).
Ecological Considerations and Recommendations
Historically, much of the school reintegration literature has focused on children with
physical health problems. Although this literature is helpful in identifying barriers and assets to
the school reintegration process as a whole, there are many unique aspects of the transition from
psychiatric hospitalization back to school that may not be captured in this literature (Clemens et
al., 2011). For example, there may be substantial differences in the challenges experienced by
students transitioning from hospital to school when the primary diagnosis is a physical health
problem compared with a mental health diagnosis, including the effects of medication, length of
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stay in the hospital, and stigma associated with a mental health issue. Moreover, according to
Savina et al. (2014), ecological factors may play a more significant role in post-discharge
outcomes for children who are transitioning from psychiatric treatment. In general, research has
shown that these children may have to navigate inadequate treatment, inconsistent services,
limited family support, and a lack of preparation within the outside post-transition environment
(Parmelee et al. 1995; Wells et al. 1991). Similarly, research has demonstrated that children
experiencing surrogate care (foster care, parental incarceration, homelessness, emergency shelter)
are more likely to experience repeated hospitalizations (Romansky et al., 2003), suggesting a
greater need for comprehensive wraparound supports and consistent care. As a result, researchers
have suggested that reintegration services be individualized and diagnosis-specific rather than
generalized (Kaffenberger, 2006; Prevatt et al., 2000).
Consequently, Savina et al. (2014) propose the completion of a comprehensive ecological
assessment used to outline the child’s needs, strengths, and skills. It is recommended that this
process be completed by a multi-disciplinary team including multiple informants. According to
the authors, an ecological assessment should include the following: (a) the child’s input; (b) the
amount of environmental support from family or other caregivers; (c) physical requirements such
as medication management or access to accommodations; (d) skills essential for successful
reintegration (coping skills, social skills, anger management); (e) academic needs and the
inclusion of special education services, if needed; (f) an updated psychoeducational evaluation,
as needed; (g) pre-hospitalization data outlining the child’s functioning, attendance, grades, and
behavior; (h) a behavior monitoring schedule and plan should academic or social needs differ
from predicted supports; (i) discussion and consideration of homebound instruction, flexible
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attendance, or differentiated instruction, if needed; (j) overview of relevant information about
circumstances leading up the hospitalization as there may be specific data that is important to
predicting how the child will adapt (severity of diagnosis, response to treatment, triggers)
(Luiselli et al., 2000); and (k) consideration of the quality of fit between child’s characteristics
and needs with the teacher’s knowledge and expectations (McLeer, Pain, & Johnson, 1992;
Savina et al., 2014; Ysseldyke et al., 2012).
Supporting youth throughout the school reintegration process is the responsibility of all
institutions and individuals across the continuum of care. As suggested by much of the research,
comprehensive, interdisciplinary planning and collaboration leads to the provision of more
consistent services, in turn positively impacting youths’ post-discharge outcomes while
minimizing the risks of readmittance.
Experiences Across the Continuum of Care
The hospital-to-school transition inevitably requires the involvement of numerous
individuals and institutions. For many children, this will include regular and special education
teachers, school psychologists, social workers or therapists, psychiatrists, medical doctors, case
managers, and nurses. The following section will review the existing relevant literature (see
Table 1) related to the experiences of youth, parents and caregivers, mental health professionals,
and school-based professionals. At the time of this literature review— which occurred over the
course of 2019— seven peer-reviewed publications were identified. Three dissertations were also
reviewed; however, these were not included in the literature review section. The researcher
utilized all academic research databases along with google scholar to search for relevant
literature. Common search terms included but were not limited to pediatric mental health
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hospitalizations OR hospital-to-school transition OR pediatric mental health inpatient OR
pediatric partial hospitalization OR pediatric inpatient. Identified publications and articles were
peer-reviewed and provided either qualitative and/or quantitative data or a systematic review of
the literature associated with the hospital-to-school transition along with the experiences and
perspectives of key individuals. All seven publications are outlined in Table 1. The findings from
these articles begin to address the dearth of research associated with the hospital-to-school
transition, while also revealing commonly identified facilitators, barriers, and implications to
inform current practices.
Table 1. Literature Associated with the Hospital-To-School Transition
Article Title
Youths' experiences of re-integration
school following psychiatric
hospitalization.
Caregiver perspectives during the post
inpatient hospital transition: A mixed
methods approach.

Citation

Population

Type of Research

Youth

Quantitative

Blizzard, Weiss,
Wideman, & Stephan
(2016)

Caregivers

Mixed Methods

The resources of parents with a child in
psychiatric inpatient care.

Puotiniemi, Kyngäs, &
Nikkonen (2002)

Caregivers

Quantitative

Transitioning children from psychiatric
hospitals to schools: The role of the
special educator.

Simon & Savina (2010)

Special
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As suggested throughout the literature, understanding of the needs of children returning
from a psychiatric hospitalization continues to be limited. In order to better comprehend the
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transition process from the eyes of the youth themselves, Iverson (2017) and Preyde, Parekh, and
Heintzman (2018) worked with children and adolescents to capture their experiences firsthand.
This section reviews the existing literature specific to children and adolescents, their experience
with the psychiatric hospitalization, and the transition back to their family, school and
community.
In 2018, Preyde et al. sought to better understand youths’ perceptions of school
reintegration following psychiatric hospitalization while also exploring clinical features and
school variables associated with negative hospital-to-school transition experiences. Initial inhospital surveys, which included standardized measures and open-ended questions, were
conducted in conjunction with post-discharge surveys which occurred online or over the phone.
In total, 62 children and adolescents participated in the study. The mean age of the sample was
15.6 years with 68% of the sample identifying as female. Mood disorders (52%) and anxiety
disorders (23%) were the most identified diagnoses. It is important to note that of the 62
participants, four youth reported that the transition was too overwhelming and, therefore, they
did not return to school. One participant attempted to return to school but, at the time of the
interview, was uncertain about the feasibility and so they had not returned. Additionally, four
participants indicated that they returned to a different school environment or in an altered,
lessened capacity. Based on the qualitative analysis, three main themes emerged surrounding the
school reintegration experience. Overall, respondents reported social strains, academic
difficulties including challenges with catching up, and problems with managing emotions. Many
participants also described persistent obstacles associated with the management of clinical
symptoms and their connection to social or academic difficulties (Preyde et al., 2018).
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In terms of social difficulties, qualitative findings suggested that many respondents
described significant concerns regarding the social encounters they faced upon their reintegration
to the school setting (Preyde et al., 2018). More specifically, participants reported fears related to
how they would respond to questions, what others thought of them, how to keep the
hospitalization and their personal information a secret, loss of friendship or social supports, and
experiences of bullying or victimization following their return. When asked about their
experience, one adolescent stated, “one of my friends told the school that I was in the hospital, so
people started calling me names and being afraid of me” (Preyde et al., 2018, p. 27). Overall,
adolescents reported various strategies for dealing with social difficulties. Several participants
indicated that it was helpful for them to inform their teachers and friends in order to gain support
whereas other youth reported going to great lengths to conceal their mental health difficulties and
hospitalization from their peers and teachers (Preyde et al., 2018).
Regarding academic impact, numerous participants reported considerable difficulty with
their academic achievement and ability to engage in required work following the hospitalization
(Preyde et al., 2018). For instance, one youth relayed: “I had difficulties catching up and I felt
my teachers didn’t help. I was expected to do everything I was supposed to do before, everything
I missed, and everything new we were doing” (Preyde et al., 2018, p. 28). Several participants
also reported significant difficulties with learning or problems with their educational
environment that existed prior to their hospitalization. One youth stated, “the academic portion is
what I’m worried about because being in a classroom setting is something that makes me
overwhelmed” (Preyde et al., 2018, p. 28). In contrast, findings also suggest that some youth
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indicated that they were able to manage their coursework and sought out extra assistance to catch
up (Preyde et al., 2018).
In addition to social and academic challenges, findings from Preyde et al. (2018) also
suggest that many adolescents encounter ongoing challenges associated with managing their
mental health and psychiatric symptoms while at school or while trying to complete academic
tasks. Participants reported difficulties managing their attention and focus, anxiety, mood,
temper, or emotions (Preyde et al., 2018). Similarly, adolescents also spoke about problems with
motivation, despair, or disconnect with one participant stating, “I was failing all of the classes so
there was no point” (Preyde et al., 2018, p. 28). Moreover, numerous youths described the
impact of their psychiatric symptoms on their social interactions at school. For example, one
adolescent reported, “It was challenging to be emotionally stable. It was hard to be with friends
at school. My mom kept me home from school for a few days after I was discharged because I
was not ready to go back” (Preyde et al., 2018, p. 28).
Lastly, Preyde et al. (2018) sought to better understand post-discharge procedures and
how youth perceive these procedures to be helpful or hindering. Some of the youth reported that
assistance from school personnel including teachers, guidance counselors, social workers, and
child and youth workers helped with their school reintegration. Others reported that friends and
factors outside of the school system (such as improvements in home life or family relationships)
helped facilitate the transition. A few of the participants also shared that the decrease in mental
health symptoms and increase of structure and routine of school environment improved their
transition. When asked specifically about special resources or services provided by the school,
only one student explicitly reported receiving assistance from a transition worker. Of the 62
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participants, four reported receiving assistance from a nurse based in a community center and 17
reported receiving accommodations including use of resource room and student success rooms
(Preyde et al., 2018).
As a whole, understanding of the needs of children returning from a psychiatric
hospitalization continues to be limited (Savina et al., 2014). A thorough review of the existing
literature revealed only one peer-reviewed article documenting the experiences of youth directly,
suggesting a need for additional research with this population. Children and adolescents are a
central component to the transition process; yet they are a voice that is often overlooked or
disregarded. The experiences of these youth are vital to any successful transition program and
their inclusion in future research will allow for an increase in communication between children
and service providers, reduction in children’s distress, and further development of appropriate
services (Carney et al. 2003).
Parent and Caregiver Experiences
Little is known about the parents and caregivers of hospitalized children (Savina et al.,
2014), and minimal research has been conducted to understand the role of parents and caregivers
in, and their experiences with, the hospital-to-school transition (Blizzard et al., 2016). For many
parents, decisions regarding hospital admittance are prompted by difficulties managing their
child’s behavior (Golubchik et al., 2013). Having a child in psychiatric inpatient care can result
in significant parental coping demands resulting in feelings of guilt, shame, sorrow, confusion,
distress, anxiety, hopelessness, loneliness, and disappointment (Puotiniemi, 1999). According to
one researcher, parent reports reveal feelings of ambivalence, such that that they hope their child
gets better while also expressing concern related to stigmatization and separation (Scharer &
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Jones, 2004). Moreover, it has been suggested that stigmatizing attitudes may diminish family
cooperation in the hospital-to-school transition and weaken the acceptability of future
intervention (Savina et al., 2014). This section will review two studies (i.e., Puotiniemi et al.,
2002 and Blizzard et al., 2016) that sought to better understand the role of parents and caregivers
in the hospital-to-school transition process.
Puotiniemi et al. (2002) aimed to understand the various kinds of support provided to
parents of children receiving inpatient psychiatric care and how these supports aligned with
parent expectations. In addition, researchers also explored how social support is associated with
parental coping (Puotiniemi et al., 2002). Data were collected using a parental questionnaire, a
modification of the questionnaires published by McCubbin & Thompson (1991) and Kyngäs &
Hentinen (1995), which consisted of 93 questions on the following topics: coping, coping
demands, coping strategies, coping resources and social support (Puotiniemi et al., 2002).
Findings from the aforementioned study suggest that emotional and instrumental support
are related to parental coping, with the most significant impact resulting from emotional support.
According to the authors, emotional support is defined as conversation, love, acceptance;
whereas instrumental and informative support relate more to tangible aid and support in the
caring for their children along with the provision of information, advice, and guidance
(Puotiniemi et al., 2002). About half of the mothers (52%) and fathers (48%) felt that they
received enough emotional support. Participants felt that discussion with other people contributes
to parental coping, as it allows for feelings of relief when they can share details of their child’s
illness and express associated emotions. In conjunction with emotional support, instrumental
support included tangible assistance or help. For example, some parents described instrumental

40
assistance as support which allowed them to take a break from caring for their child or support
with the housework if needed. Based on the results, about half (45%) of the mothers and the
fathers (48%) received instrumental support. More specifically, almost half of the parents (47%)
had some form of domestic help; however, only a quarter received financial support (Puotiniemi
et al., 2002).
Although parents indicated that they received emotional, instrumental, and informative
support in general, parents felt that the healthcare staff did not support them enough. Qualitative
analysis revealed that parents wanted hospital staff to discuss matters more openly with them,
and they also wanted opportunities to discuss their own coping. For example, one participant
stated, “I would wish for a chance to discuss my own coping as well and problems that are not
directly associated with our son” (Puotiniemi et al., 2002, p. 19). Moreover, parents also
indicated a need to feel valued and respected as parents including interactions with more
empathy, understanding and encouragement for being a parent. Finally, participants also hoped
for more cooperation between the family and the health care personnel including practical and
financial support in the form of information, discussions, and trainings on the upbringing and
care of the child with mental health problems (Puotiniemi et al., 2002).
The availability of sufficient emotional, instrumental, and informative support—from
both informal and formal networks— facilitates and promotes parental coping and adjustment to
a child’s illness (Puotiniemi et al., 2002). According to Hentinen & Kyngäs (1998), parents who
received abundant emotional and instrumental support had fewer conflicts in the family, felt less
sorrow and fear, and showed better acceptance of the situation. Findings from Puotiniemi et al.
(2002) suggest that only a third of parents were able to speak with other parents in a similar
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situation to themselves. Almost half of the parents wanted more support from the health care
personnel with some of the respondents indicating they did not receive any support at all.
Recommendations for practice indicate a significant need for additional forms of parental
support including opportunities to discuss and process parent’s feelings, more communication
about their child’s needs, and information about ways to cope with their child’s difficulties.
Moreover, practical implications suggest the provision of courses to help parents with coping and
allow them to meet other parents coping with similar situations, along with standardized
information related to child’s illness and support for the family in adapting to the new situation
(Puotiniemi et al., 2002).
Similarly, Blizzard et al. (2016) also sought to better understand perspectives of parents
and caregivers during their child’s transition from inpatient psychiatric hospitalization to the
school and community, as evidence suggests that caregiver functioning is linked to youth
outcomes and continuation of treatment (Blizzard et al., 2016). The authors assessed factors
related to caregiver empowerment, social support, coping, and satisfaction with the mental health
and education systems as resources. Caregiver strain and child symptomology were also
examined to better understand overall caregiver and family functioning. The mixed methods
approach included quantitative assessment of psychosocial resources of caregivers of youth
leaving intensive psychiatric care who were also participating in a hospital-to-school transition
program. Qualitative methods were used to describe caregivers needs at home and school.
Researchers hypothesized that caregiver adaptive coping, social support, empowerment, and
mental health and school services satisfaction would be negatively associated with child
symptoms and caregiver strain (Blizzard et al., 2016).
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Overall, findings from Blizzard et al. (2016) emphasize the importance of examining and
addressing caregiver psychosocial resources during the transition from inpatient hospital to the
home and school as this is a significant life stressor for families (Blizzard et al., 2016).
According to the authors, caregiver empowerment can be defined as the process through which
individuals gain control over their lives by influencing their environments and social support
whereas social support refers to the various types of assistance that caregivers receive from
others (Blizzard et al., 2016). In all, caregivers reported high levels of strain, low levels of
empowerment, and low levels of support while caring for their children. Across all domains,
caregivers perceived social supports (e.g., supportive relationships associated with the child or
parents) to be not at all or minimally helpful in helping them with their child’s problems. The
lowest levels of perceived supports were found in the organizational support domain which
included the child’s school, and caregiver’s co-workers or parent groups. In addition, the lowest
levels of empowerment were within the community domain suggesting that they perceived their
ability to advocate for their children in the larger political context to be nominal. Of note,
caregivers who reported higher levels of family empowerment also reported higher levels of
satisfaction with the mental health services received by their child (Blizzard et al., 2016).
In terms of coping, findings from Blizzard at al. (2016) suggest that parents engage in
more adaptive coping than maladaptive with the most common being planning, active coping,
and acceptance. The least reported coping strategies included behavioral disengagement, humor,
and substance use. Moreover, results indicated that caregivers who endorsed utilizing more
active coping strategies had higher levels of family support, while caregivers who endorsed
utilizing more maladaptive coping strategies experienced higher levels of subjective caregiver
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strain. Qualitative interviews revealed that caregivers identified a need for additional parenting
knowledge and training, ways to improve the caregiver/child relationship, emotional support, and
access to services. More specifically, caregivers discussed challenges finding appropriate
services for their children; a subset of caregivers also stated that they did not feel knowledgeable
enough about the system to connect to the appropriate resources or aftercare for their children
(Blizzard et al., 2016).
Regarding the provision of services, the majority of caregivers reported that mental
health providers listened to their concerns prior to their child’s hospitalization; however, afterdischarge, few caregivers indicated that they felt school staff listened to their concerns. Overall
findings in this domain suggest that caregivers in the sample expressed lower levels of
satisfaction related to services their children received in school, compared to mental health
services. When asked, caregivers commonly expressed a need for an advocate in the school to
help them navigate the system, while also helping them to access services or modify existing
ones, improve communication with the school, and address academic workload and disciplinary
concerns. Additional areas of concern were expressed in relation to the school setting and the
transition process. For example, some participants expressed the need for an individual point
person to oversee the implementation of educational services. Similarly, other caregivers
reported frustration in communicating with school staff prior to their children’s discharge and
wanted to be more active participants in their children’s school experience (Blizzard et al., 2016).
Experiences of Hospital-Based Professionals
Research has highlighted the importance of a collaborative, working relationship between
a child’s school and their outside providers to support treatment gains, decrease risks of
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regression, and reduce the likelihood for readmission (Simon & Savina, 2005). Nevertheless,
remarkably few studies have surveyed hospital personnel regarding their experience and
involvement in the hospital-to-school transition. This section will review the two identified
studies (i.e., Simon & Savina, 2005 and Clemens et al., 2011) that sought to better understand the
role of community or hospital-based mental health professionals in the hospital-to-school
transition process.
Due to the increase in hospital-based psychiatric treatment for school-age children,
Simon and Savina (2005) completed a quantitative study investigating practices and procedures
associated with a child’s transition from an inpatient program to an outside setting. The eightquestion survey was administered to 49 inpatient mental health therapists. Questions related to
their personal transition practices and sought to address the following three research questions:
“(a) What are the most common methods used by inpatient therapists to transition children and
adolescents from a hospital setting to a regular school setting? (b) Who are the recipients of the
transition methods used by inpatient therapists? and (c) What content is and should be discussed
between hospital and school personnel within the scope of the transition process?” (Simon &
Savina, 2005, p. 52).
To better understand the most common methods used by inpatient therapists, Simon &
Savina (2005) first inquired about varying pre-discharge practices that may be used to prepare a
child for the transition process. When asked specifically about their transition procedures, all the
therapists reported engaging in some type of transition preparation; however, the methods varied
in intensity and duration. Of the 49 participants, 88% indicated they held a face-to-face meeting
with the parents before discharge, and 76% reported engaging in phone consultation with the
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child’s school before discharge. The five least common practices were all associated with
activities that occurred after the discharge, with only 18% of participants reporting a face-to-face
meeting with school personnel post discharge and 16% meeting face to face with the child’s
parents post-discharge. In terms of post-discharge experiences, Simon & Savina (2005) also
sought to better understand the most frequently reported practices once a child is a discharged
from the therapist’s care. When asked about the degree to which therapists monitor a child’s
progress post-discharge, only 39% of therapists reported contacting the parent and 10% reported
contacting school personnel after discharge. Moreover, 23% of therapists indicated that it was
not their responsibility to follow up after the child is discharged. Although, all therapists report
engaging in some type of pre-discharge transition planning, the lack of follow up support appears
problematic as maintenance of treatment gains is critical to a successful transition and lower
rates of readmittance and regression (Simon & Savina, 2005).
When asked about the content of pre-discharge consultation, the majority of participants
reported addressing concerns around behavioral symptoms (96%), academic performance (92%)
and peer relationships (82%). Only 27% of the therapists reported consultation topics around
educational needs, medication management, treatment needs and appropriate placement. In
conjunction, participants were also asked to report on their understanding of the most common
behavior difficulties after a child returns to school. Anxiety (67%) was the most frequently
reported behavior problem followed by disruptive behavior (49%) and manipulative or rule
breaking behavior (39%). Similarly, therapists were also asked about the content of transition
related fears or worries most frequently addressed with children prior to discharge. The most
common concerns addressed across therapists included peer relations (88%), personal coping
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skills (67%), academic performance (63%), relationships with school staff (61%), and
relationships with parents (47%).
As highlighted by Simon and Savina (2005), there were commonalities in the
consultation content commonly discussed with schools and families with the content of
expressed transition worries reported by the patients. These two areas of overlap included
matters related to peer relationships and academic performance. Therefore, it is likely that all
individuals involved (including the child, parent, and school-based personnel) would benefit
from explicit discussion and support around common issues associated with navigating peer
relationships throughout the transition and preparation for academic demands including making
up missed assignments, preparing for tests, and seeking out teacher support.
To improve the transition component of inpatient treatment the authors recommend
several guidelines for future practice (Simon & Savina, 2005, p. 60-61). Hospital-based
therapists are encouraged to identify the child’s needs, concerns, and resources prior to discharge
in order to address them through interventions at the hospital and during the transition process.
The authors also recommend that therapists explain the importance of a smooth transition and
encourage parents to provide consent to speak with the child’s school. If provided, therapists are
urged to engage with the child’s school, seek out a designated contact person, and invite school
personnel to meetings about the transition planning. Finally, the authors encourage therapists to
provide parents and school personnel with materials explaining the transition process along with
factors that could support and/or undermine transition success (Simon & Savina, 2005).
In addition to the aforementioned research questions, Simon and Savina (2005) also
inquired about the ease with which therapists felt they could access or collaborate with parents
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and school personnel during the transition. Overall, approximately 68% of the therapists rated
the receptivity of parents and schools an 8, 9 or 10 (on a 10-point Likert scale) suggesting that
those involved appear to be receptive to the transition practices employed by the therapist. The
final survey item asked participants to rate the level of satisfaction in relation to their facility’s
transition services. Overall, participants reported a mean score of 7.3 (on a 10-point Likert scale)
signifying that therapists are generally satisfied with the transition procedures of their psychiatric
facilities. Based on these findings, it appears that both parents and school-based personnel are
receptive to the various methods of consultation and support that are provided by the therapists.
These data suggest that school personnel and the child’s parents are open to improving the
collaborative relationship and are willing to engage in follow-up treatment recommendations and
consultation to better support the child’s transition, mental health, and academic well-being.
Clemens et al. (2011) investigated the experiences of 14 mental health providers (four
outpatient providers, four inpatient providers, and six school providers) in order to gain a better
understanding of their perceptions of assets and barriers to successful school reintegration
following inpatient psychiatric treatment. Based on qualitative analysis of the individual semistructured interviews, the authors identified five domains related to a successful school
reintegration. Each domain contains core factors or ideas associated with the hospital-to-school
transition including school-based factors, student factors, familial factors, mental health care
factors, and systemic factors (Clemens et al., 2011).
The first identified domain related to practices and procedures occurring within the
confines of the school setting. These included issues with coordination and support from school
personnel, reentry interventions, and the implementation of step-down programs, and alternative
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reentry options (Clemens et al., 2011). More specifically, participants indicated that when there
is coordination among school personnel, students can more successfully reintegrate into school.
One participant stated “Coordinating the academic aspect of reentry with teachers, that’s my
responsibility to advocate for the students. Are there any assignments or any work that can be
lessened just to kind of lessen the stress? Setting up times for students to be able to go in and
meet to get extra support, communicating with parents, setting up extended deadlines with
teachers” (Clemens et al., 2011, p. 206). Most participants also spoke to the significance of
support and understanding that students may require throughout the hospitalization and while
transitioning back to school. For example, one participant stated “I think sometimes
professionals… just lose sight of the experience that the students must have and you just feel like
you’ll be able to get them to jump back in with both feet and hit the ground running... I think, on
the school’s part . . . understanding that a lot of times these kids have real illnesses and shouldn’t
be punished for that in terms of making up schoolwork” (Clemens et al., 2011, p. 207).
Participants also suggested that students may benefit from an identified adult support person
within the school to aid in this process.
Participants also expressed the need for specific reentry interventions, step-down
programs, and alternative reentry options. The majority of participants spoke of the importance
of implementing school-based reentry interventions and, more critically, the follow through on
such interventions. As outlined by the authors, step-down programs and alternative reentry
options differ from reentry interventions in that they represent the availability of alternatives to
immediate reintegration into the previous school setting. Although not all students will need to
access such services, 10 participants spoke to the benefits of having the flexibility to meet
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students’ needs through step-down programs and flexible reentry plans. Similarly, others
emphasized the importance of providing parents and students with the option of a slower
reintegration to school. (Clemens et al., 2011).
The second domain summarized factors and characteristics associated with the individual
student (Clemens et al., 2011). According to the authors, the two most commonly addressed
student factors related to reentry success included the importance of the student’s investment in
their recovery along with the impact of persistent mental health symptoms and medication side
effects. For example, one counselor stated, “I mean part of the issue is what their diagnosis was.
If they’re struggling with depression, I’m sure you know that means they have difficulty
concentrating” (Clemens et al., 2011, p. 208). It is important to note, the authors emphasized that
there were significant inconsistencies within this domain suggesting that the impact of individual
student factors are not widely agreed upon.
The third identified domain addressed the role of a student’s parents and various familial
factors that may impact the success of the transition. Of the responses, four categories were
widely represented across most responses. These included parental investment in recovery,
parents’ expectations of treatment and recovery, parents’ response to the hospitalization and
reentry, and parents understanding of resources. With regard to parental investment in recovery,
participants described the importance of parental investment in helping their student to recover
from the crisis that precipitated a psychiatric hospitalization. One school-based respondent stated,
“Consistent parent involvement I think is the key, and that’s the piece that sometimes kind of
gums up the works—when it doesn’t happen” (Clemens et al., 2011, p. 208). Similarly,
participants also indicated that successful reintegration can be impacted by parents’ expectations
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of treatment and recovery, with many respondents speaking to the effect of unrealistic familial
expectations. One outpatient counselor stated, “I find that I have to teach them how to be
involved in therapy because they initially, if they’ve never had it before, think counseling is ‘I
drop my child off with you. You fix her, then I’ll pick her up and we go home, and we’re a
happy family eating dinner and stuff.’ And, it’s me trying to say to them, ‘this may get worse
before it gets better”’ (Clemens et al., 2011, p. 208). Respondents also highlighted the
significance of parents’ response to hospitalization and reentry overall. Participants generally
described several parental responses to the hospitalization and indicated that parental reactions
that are direct and honest with the student and the school are beneficial during the reintegration
process. Finally, respondents also expressed concerns about the negative impacts associated with
a parent’s lack of knowledge regarding school resources. Participants indicated that commonly
when families understand the resources that are available to their student, they are better able to
advocate for appropriate services to aide in the reintegration process (Clemens et al., 2011).
The last two domains addressed by Clemens et al. (2011) related to the larger mental
health care system and various systemic factors. More specifically, participants spoke to the need
for continuity of care, more attention to school reentry process, and overall communication. In
terms of continuity of care, most participants addressed the need for collaboration and advocacy
across all professionals in order to fully support the student. In addition, the majority of
participants also indicated that by simply attending to the school reentry transition can function
as a safeguard for many students. This included recommendations around planning for potential
challenges that might emerge and ensuring that the student has support in place prior to the
transition. Lastly, the issue of communication was cited as a systemic factor across all
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respondents. Participants spoke in great detail about the value and positive effects of
communication among all stakeholders including the student, school, family, and mental health
care professionals (Clemens et al., 2011). The authors note that although there were five
identified domains that were salient to a student’s transition, communication was the overarching
theme present across all domains and was recognized as the cornerstone to a successful transition
(Clemens et al., 2011). Understanding the key aspects of effective cross-system communication
and collaboration are vital to improving the hospital-to-school transition; therefore, a significant
component of the following research study will also focus on the function and efficacy of
interdisciplinary communication and collaboration.
In conclusion, findings from Clemens et al. (2011) review key implications for practice
that can help educators, parents, and mental health professionals support students as they
reintegrate into the school setting. Specifically, the authors highlight the importance of
communication across stakeholders, implementation of a reentry plan, supportive adults across
providers, and the continuity of treatment. Findings also suggest the need for continued research
related to a child’s ecological systems and the level of impact on post-transition outcomes.
Clemens et al. (2011) recommended that future research examine all systems involved in the
transition process, as the authors note that the child’s ecological systems have the ability to act as
both facilitators and barriers.
Experiences of School-Based Professionals
In 2010, Simon and Savina completed a review of the literature dating back to 1990,
which indicated there were no studies examining the role of a special education teacher in the
hospital-to-school transition. As a result, Simon & Savina (2010) explored aspects related to the
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hospital-to-school transition from the perspective of the special education teacher. The authors
sought to gather information about the following four areas: (a) the degree and type of
involvement of special education teachers in the transition process; (b) The needs of special
education teachers (knowledge, skills, resources) who work with children who have been
discharged from inpatient psychiatric facilities; (c) The behaviors of children who return to
schools from psychiatric inpatient settings; and (d) The critical time period during which
children become re-established in the school setting (Simon & Savina, 2010).
Results from Simon and Savina’s (2010) study suggest that most special education
teachers are involved in the hospital-to-school transition process. Of the 320 special educators
surveyed, 210 (66%) had at least one experience with a child who was returning to school
following psychiatric treatment with a reported average of 10.36 children per identified educator
(Simon & Savina, 2010). In terms of overall coordination, prior to the transition process, 76% of
educators reported contact with the child’s parents and 45% reported contact with hospital
personnel. Similarly, after the child had transitioned back into the school setting, 91% of
educators reported contact with the child’s parents and only 37% reported contact with hospital
personnel. Overall, participants reported a higher level of communication with parents as
opposed to other professionals during the transition process, which suggests that parents are
placed with the responsibility to understand and advocate for their child’s needs during a
significant time of adjustment (Sargent 1995; Simon & Savina, 2005; 2010).
In conjunction with communication, educators also expressed the desire for additional
information, skills, and resources that would be beneficial in supporting children throughout the
hospital-to-school transition. More specifically, 83% of participants expressed the need for more
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information related to the child’s specific disorder or diagnoses, 78% reported the desire for
consultation with hospital personnel, and 74% highlighted the importance of discharge
summaries in managing students who have been hospitalized (Simon & Savina, 2010).
Regarding student behavior following the transition, 93% of teachers reported the
presence of at least one type of problem behavior (with an average of four problem behaviors)
upon the return to school. According to participants, the most frequently reported behaviors
include off-task behaviors (65%), disruptive behaviors (59%), and anxiety (53%). In addition,
Simon & Savina (2010) calculated a Pearson Product Moment Correlation to assess the number
of problem behaviors reported by each teacher in relation to the information, skills and
knowledge requested by them. The authors found a weak by significant positive correlation [r
(209) = 0.178, p<.01]. Therefore, as problematic behaviors increased so did the educators request
for more information, knowledge, trainings, and resources suggesting that teachers feel less
capable and/or supported in managing the problematic behaviors post-transition. Lastly,
educators were asked to share viewpoints related to the crucial amount of time required for a
child to become re-established within the school setting. These findings varied with 43% of
educators indicating the first three days, 24% reporting the first week, 9% reporting the first two
weeks, and 25% reporting the first month. (Simon & Savina, 2010).
Based on the literature, it is apparent that the participation of school personnel is critical
in a child’s successful transition from psychiatric hospitalization back to school. Nonetheless,
there have yet to be any additional published studies that examine the perspectives of school staff
who are involved in the transition. Ultimately, these findings warrant further examination of the
role of various school personnel who are involved in the school reentry process. Understanding
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the perceptions, experiences, and challenges of school staff more generally may allow for the
identification of potential opportunities for change and the creation of targeted interventions
instrumental to improving outcomes for youth as they return to school.
Summary
As suggested by the literature, there are many unanswered questions about the individual
experiences and varied processes that occur as a child transitions from psychiatric hospitalization
back to school. For example, little is known about the variation in communication and
collaboration that occurs across ecological systems and service providers and how differing
practices may impact a child and their family as they navigate the transition process. In addition,
it is also unclear what standardized practices or protocols, if any, are currently employed by
service providers across the continuum of care in support of the transition.
As such, one of the most significant implications addressed by the current study is
associated with the lack of scientific inquiry examining the process of the hospital-to-school
transition as a whole. Although existing literature is available pertaining to key individuals,
experiences, or environments, there continues to be a deficiency of research associated with
interdisciplinary communication and collaboration specifically. Moreover, although there are
two quantitative studies (one peer-reviewed study and one dissertation) that examine schoolbased experiences, there are no existing studies capturing the lived experiences of school-based
professionals with regard to standardized practices, interdisciplinary communication and
collaboration, and perceived facilitators and barriers to the process.

CHAPTER THREE
METHODOLOGY
The purpose of this study was to better understand the experiences of key school
personnel as they support children and families throughout the hospital-to-school transition.
Using a mixed methods approach, this study intended to provide a deeper— and more
comprehensive—understanding of the lived experiences associated with the hospital-to-school
transition through the integration of both quantitative and qualitative data. Surveys, with
primarily quantitative data, enabled the researcher to examine the inter-collaborative experiences
within and across systems with a focus on school personnel and their relationships with
healthcare systems, families, and other school staff. In contrast, interviews provided qualitative
insight into the individual perspectives and experiences of five school-based providers as key
stakeholders in the transition process. Because this is an exploratory, mixed methods study of a
relatively understudied topic, there are no a priori hypotheses. The primary focus of the study is
to gain knowledge and experiential information about the phenomenon in lieu of testing
hypotheses. The specific research questions being explored in this study include: (1) What
experience do school personnel have with hospital-to-school transition? (1a) How satisfied are
school personnel with their experiences? (2) What standardized practices and procedures are
employed in the transition process? (3) How do school personnel describe communication and
collaboration across the hospital-to-school transition? (3a) How satisfied are school personnel
with the level of communication and collaboration throughout the hospital-to-school transition?
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(3b) What barriers to communication and collaboration exist? (3c) What facilitators of
communication and collaboration exist? and (4) How do factors across different systems
indirectly impact the transition process? The following information will be presented in this
chapter: (1) mixed methods rationale, (2) design, (3) procedures, (4) participants, (5) instruments,
and (6) data analysis plan.
Mixed Methods Rationale
According to Tashakkori and Creswell (2007), mixed methods research can be broadly
defined as “research in which the investigator collects and analyzes data, integrates the findings,
and draws inferences using both qualitative and quantitative approaches or methods in a single
study or a program of inquiry” (p. 4). Due to the complex nature of the hospital-to-school
transition, a mixed methods approach enabled the researcher to tap into different facets and
intricacies for the purpose of complementarity (Greene, 2007). In general, complementarity
allows for an in-depth examination of social phenomena by permitting the researcher to use both
qualitative and quantitative data collection to evaluate multiple dimensions of the phenomena
that could not otherwise be examined (Creswell, 2014; Greene, 2007). In this study,
complementarity provided the opportunity for the researcher to elaborate, enhance, deepen, and
broaden the understanding of the hospital-to-school transition through the interpretation of
structured survey data in conjunction with the individual voices and “lived experiences” of key
school-based stakeholders. Collecting data in the form of a survey allowed the researcher to gain
access to a greater number of unique hospital-to-school transition experiences. Nevertheless,
because the survey items consisted primarily of close-ended questions, these data were
supplemented by a smaller subset of open-ended interviews providing a more detailed and rich
understanding of the hospital-to-school transition phenomena.
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Study Design
The study utilized a two-phase sequential mixed-methods design (See Figure 1) in which
the researcher collected both quantitative and qualitative data prior to analysis and integration
(Creswell, 2014). Phase one of the nested design allowed the researcher to gather both
quantitative and qualitative survey data from a larger sample of school-based participants across
the United States. As phase one was underway, participants for phase two began to be identified.
Participants for phase two completed the phase one online survey and volunteered for the next
phase by reporting their interest in completing an additional follow-up interview along with
providing their contact information. Once the researcher had a diverse range of participant
experiences to select from, the researcher began reaching out to participants to start phase two.
Phase two of the study only included participants who were nested within the larger sample pool
of phase one. Although data collection occurred in two different phases, data convergence
occurred throughout the analysis and interpretation. Because the qualitative and quantitative data
explored different aspects of the larger social phenomena, the researcher did not prioritize one
particular method over the other; all of the data were weighted equally and concurrently analyzed
and integrated.
Researcher’s Role
According to Merriam and Tisdell (2016), when the researcher is one of the primary
instruments for data collection and analysis, it is important to recognize that the human
instrument has shortcomings and biases. As such, this section will outline the researcher’s
background and exposure to the phenomena of study. The researcher is Caucasian woman in her
mid-thirties who grew up in a midwestern urban city. She has spent the last ten years pursuing
her master’s and doctorate in the field of school psychology. Although the researcher has had
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secondary exposure to the hospital-to-school transition through various training sites and work
with clients and their families, the researcher was not embedded in either of the systems (i.e.,
school nor psychiatric hospital) while completing this study. Moreover, she has not been directly
involved in a hospital-to-school transition. The lack of direct personal or professional experience
minimized the researcher’s preconceived beliefs about the hospital-to-school transition and
permitted data analysis and interpretation to occur in a more objective manner. The researcher
also utilized various methods throughout the data analysis and integration process to increase the
validity of data. These approaches allowed the researcher to check on the quality of the data, the
study’s overall results, and the researcher’s interpretation and integration of the data. These
approaches are reviewed in greater detail throughout chapter three and in the limitations section
of chapter five.
Procedures
Data collection was guided by the study’s core research questions and included a
quantitative electronic survey which was supplemented with several open-ended qualitative
questions, as well as a qualitative semi-structured interview. The survey data and the interviews
were completed sequentially following IRB approval and receipt of consents (See Appendix B).
The approximate period for data collection spanned from January 6th, 2021, through April 6th,
2021.
Phase One
Quantitative and qualitative data were collected in phase one through the completion of a
structured electronic survey titled The Hospital-to-School Transition Survey. Participants were
asked to complete the confidential internet-based survey created by the author (see Appendix C)
via Qualtrics. Surveys examined transition practices along with the nature and efficiency of

59
interdisciplinary communication and collaboration that occurs as a child transitions from the
hospital back to school.
Figure 1. Overview of Study Design

Initial recruitment for phase one began with the researcher electronically contacting
school-based practitioners through university-based networks and list-serves. This
communication included a detailed email with a brief explanation of the study along with a
request to forward the study information along to their professional contacts who may be
interested in participating (see Appendix A). Although the researcher used existing professional

60
networks to recruit participants, individuals personally known to the researcher were not
contacted directly.
Survey administration enabled the researcher to collect and analyze data from a sample of
school-based practitioners in order to generate themes and inferences regarding the nature of the
hospital-to-school transition, as well as personal experiences with interprofessional
communication and cross-systems collaboration (Creswell, 2014; Fowler, 2009). Moreover, the
survey provided a platform for the researcher to identify and recruit participants for phase two.
The use of an electronic internet-based survey provided a cost-effective, fast, and accessible
means of gaining access to important information from a larger group of school-based providers.
Phase Two
To further explore the study’s research questions and ensure that the voices and
experiences of the participants were fully captured, qualitative data were collected in phase two
in the form of five semi-structured interviews. According to Moustakas (1994), the best manner
for phenomenological researchers to collect data occurs through an informal, interactive
interview process that utilizes open-ended questions and prompts. As such, the researcher
utilized a semi-structured interview protocol that included questions about various aspects of the
transition process. This allowed the researcher to better understand the participants’ personal
experiences, observations, and knowledge of specific procedures or protocols.
Phase two recruitment took place upon completion of phase one. At the end of the survey,
the researcher provided an overview of the information to be collected in the interviews and then
asked participants to report on their willingness to participate in the second phase. If the
participant selected yes, they were then directed to provide their contact information in the next
question. The opportunity to participate in the second phase was presented to all participants who
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completed the survey. Of the participants who met full inclusion criteria for the study and
completed the survey, 14 (28.5%) indicated interest in being contacted for the second phase of
the study. The researcher utilized maximum variation to separate initial survey respondents
based on their reported level of satisfaction (i.e., not satisfied, somewhat satisfied, adequately
satisfied, and very satisfied) with the hospital-to-school transition. Of the 14 individuals, five
volunteers reported feeling not satisfied, four volunteers reported feeling somewhat satisfied, and
five volunteers reported feeling adequately satisfied. Of note, there were no individuals who
indicated interest in phase two who also reported being very satisfied with their transition
experiences. The researcher randomly selected one individual from each group to contact first.
After scheduling two interviews, the researcher continued to select individuals based on their
satisfaction rating in order to have equal representation across the satisfaction levels. In total, the
researcher contacted seven volunteers; five responded to scheduling requests and two did not
respond to emails. Semi-structured interviews were completed with two individuals who reported
feeling not satisfied, one who reported feeling somewhat satisfied, and two who reported feeling
adequately satisfied. All five semi-structured interviews ranged between 35–55 minutes and
were conducted remotely using video conference software (i.e., Zoom). This interview format
was determined to be most appropriate due to COVID-19 social distancing requirements. All
interviews were audio recorded and transcribed by the researcher for analysis.
Participants
Because the sample size of this population (i.e., school-based mental health providers
with hospital-to-school transition experience) was unknown and potentially hard to reach,
participants were recruited using a combination of purposeful, network, and convenience
sampling techniques (Merriam & Tisdell, 2016; Patton, 2015). Purposive sampling was
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prioritized as it was best suited to allow the researcher to identify and select a group of
participants who are especially knowledgeable about or have experience with the hospital-toschool transition (Patton, 2015). Purposive sampling strategies included the targeted email
contact of individuals who worked in schools as administrators, school psychologists, counselors,
and social workers. Based on the initial response rate, network sampling was utilized to gain
access to more participants. Network sampling involved the identification of individuals who
met the inclusion criteria requirements and asking them to refer or share the study information
with other potential participants (Merriam & Tisdell, 2016).
Inclusion and Exclusion Criteria
Participants who were included in the study consisted of school-based personnel who
were employed by a school at the time of the survey and had engaged in the transition process
with a student in the last two years (2018-2020). Participants largely identified as school
psychologists; however, participant inclusion criteria also allowed for school-based social
workers, counselors, teachers, case managers, and nurses. The purposeful inclusion of
individuals who had participated in the hospital-to-school transition within 2018-2020 allowed
for greater recall of specific practices, protocols, and experiences from participants. Exclusion
criteria included: (1) no experience with the hospital-to-school transition, (2) experience that
occurred outside of the 2018-2020 timeframe, (3) employment outside a school setting, and (4)
enrollment as a student or trainee (i.e., not currently employed full-time). See Figure 1 for more
details regarding participant exclusion.
In total, 49 individuals completed the Hospital-to-School Transition Survey for Schoolbased Professionals. Out of the 49 survey participants, 20 surveys were removed for being
incomplete or for not meeting inclusion criteria. Of the 20 excluded surveys, nine were
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incomplete with completion totals ranging from 3% to 38% completed. Six responses did not
meet inclusion criteria as participants indicated that they did not have experience working with
the hospital-to-school transition within the required timeframe between 2018-2020. The
remaining five surveys were excluded based on the participants’ work setting not being a school
environment; three participants reported working in an outpatient clinic, one reported working in
a hospital, and one reported working in an independent or private practice. After all inclusion
criteria were met, 29 participants remained and were included in all data analyses.
Figure 2. Participant Inclusion and Exclusion Diagram

Phase One Demographics
The current study included 29 school-based providers who reported experience with a
hospital-to-school transition within the previous two years (2018-2020). Participant
demographics are also outlined in greater detail in Table 2. The majority of respondents
identified as female (86.2%) followed by male (10.3%) and transgender (3.4%). Participants’
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racial demographics were: white (82.8%), African-American/Black (6.9%), bi-racial or multiracial (6.9%), and one respondent who preferred not answer (3.4%). Four individuals identified
their ethnicity as Hispanic or Latinx (13.8%). Respondent ages ranged from 20 to 59 with the
majority of participants falling in the 30-39 year age range (62.1%) followed by 40-49 (17.2%),
20-29 (13.8%) and 50-59 (6.9%). Participant locations were classified according to the United
States Census Regions with representation occurring across all four regions. The most
represented region was the Midwest (37.8%) with participants from Michigan, Missouri, Ohio,
and Illinois. The second highest represented region was the South (27.2%) with representation
from Texas, Virginia, West Virginia, and Maryland. The third region was the Northeast (20.4%)
with representation from New Jersey, New York, and Pennsylvania. The final region was the
West (6.8%) with states including Utah and Colorado. In addition, two respondents (6.8%)
indicated a preference not to respond to this question.
Table 2. Survey Participant Demographics
Frequency
29

Percent
100%

Male
Female
Transgender

3
25
1

10.3%
86.2%
3.4%

White
African American/Black
Bi-racial or multi-racial
Prefer not to answer

24
2
2
1

82.8%
6.9%
6.9%
3.4%

Hispanic/Latinx

4

13.8%

20-29
30-39
40-49
50-59

4
18
5
2

13.8%
62.1%
17.2%
6.9%

Midwest
West
Northeast
South
Prefer not to answer
Years Professionally Practicing
1-2 years

11
2
6
8
2

37.8%
6.8%
20.4%
27.2%
6.8%

3

10.3%

Total Sample
Gender

Racial Identity

Ethnicity
Age

Location/Region*

65
3-5 years
6-10 years
11-19 years
20+ years

9
8
6
3

31%
27.2%
20.7%
10.3%

1-2 years
3-5 years
6-10 years
11+ years

6
13
7
3

20.7%
44.7%
24.1%
10.2%

Public school
Alternative or therapeutic school
Private or parochial school
Professional Title
School Psychologist
Administrator
School Counselor

19
6
4

65.5%
20.7%
13.8%

27
1
1

93.1%
3.4%
3.4%

Years in Current Setting

Setting

*United States Census Regions were used to classify participant regions. The following states were included:
Midwest: Michigan, Missouri, Ohio, Illinois; West: Utah, Colorado; South: Texas, Virginia, West Virginia, Maryland; Northeast:
New Jersey, New York, Pennsylvania

Of the 29 participants included in the survey analysis, the majority of individuals
identified their profession as school psychologist (89.7%) with one administrator, and one school
counselor. The most reported current setting was a public school (65.5%) followed by an
alternative or therapeutic school (20.7%), and a private or parochial school (13.8%). Professional
experience varied across the sample with the majority of participants reporting 3–5 years of
experience (31%) followed by 6–10 (27.2%), 11–19 (20.7%), 1–2 (10.3%) and 20+ years
(10.3%).
Phase Two Demographics
Five participants completed semi-structured interviews (See Table 3). Four out of five
participants identified as being between the ages of 30–39; one participant reported being
between the ages or 20–29. All interview participants identified as female. Similarly, all
participants identified as school psychologists with two working in a general public-school
setting, two working in an alternative or therapeutic school, and one in a parochial or private
school setting.
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Table 3. Interview Participant Demographics
Interview Participant One
Age
Professional Title
Setting
Number of Career Transitions
Level of Satisfaction

30–39
School Psychologist
Alternative or therapeutic school
1–5
Somewhat Satisfied

Age
Professional Title
Setting
Number of Career Transitions
Level of Satisfaction

20–29
School Psychologist
Public School
31+
Adequately Satisfied

Age
Professional Title
Setting
Number of Career Transitions
Level of Satisfaction

30–39
School Psychologist
Alternative or therapeutic school
31+
Not Satisfied

Age
Professional Title
Setting
Number of Career Transitions
Level of Satisfaction

30–39
School Psychologist
Public School
6–10
Adequately Satisfied

Age
Professional Title
Setting
Number of Career Transitions
Level of Satisfaction

30–39
School Psychologist
Private or Parochial School
6–10
Not Satisfied

Interview Participant Two

Interview Participant Three

Interview Participant Four

Interview Participant Five

The participants’ transition experience varied widely with one participant reporting
experience with less than six transitions, two reporting experience with 6–10 transitions, and the
final two reporting experience with 31 or more transitions. As previously outlined, participants’
level of satisfaction was used to guide initial contact to allow for a diverse range of experiences.
Two participants reported not being satisfied with the experience, one reported feeling somewhat
satisfied and two reported adequate satisfaction.
Instrumentation
Hospital-to-School Transition Survey
The Hospital-to-School Transition Survey (see Appendix C) is a structured survey
instrument that was created specifically for this investigation to measure several aspects
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commonly associated with the hospital-to-school transition experience. The survey consists of
six main sections including: (1) informed consent and study overview (1 item), (2) verification of
inclusion criteria (2 items), (3) basic demographics (4 items), (4) professional demographics (6
items), (5) recent hospitalization and transition experience (5 items), (6) practices and procedures
associated with the transition (9 items), (7) barriers to the transition (13 items), (8) experience
with communication and collaboration (24 items), (9) open-ended questions about facilitators
and barriers to the transition (8 items), and (10) interest in phase two.
The 74-item survey is comprised of 66 closed-ended questions and eight open-ended
questions. For closed-ended questions, respondents were required to select the multiple-choice
response that most closely represents their experience or opinion. The majority of the questions
utilized Likert scales; however, some required participants to select yes, no, or prefer not to
answer and other items required participants to select all the responses that applied to them.
Depending on the question type, the Likert scales included level of agreement (i.e., strongly
agree, strongly disagree), level of barrier (i.e., not a barrier, extreme barrier), level of importance
(i.e., not at all important, extremely important), level of skill (i.e., very poor, very good), and
frequency (i.e., never, almost always). All survey questions designed to gather information about
demographics, recent transition experiences, and procedures were novel to this study and
developed by the researcher. Their development was informed by the literature related to the
hospital-to-school transition along with the researcher’s experiences working within the school
and outpatient settings. The sections assessing specific practice, barriers, and interprofessional
collaboration were informed by previous survey research on this topic (i.e., Baerg, Lake, &
Paslawski, 2012; Bechberger, 2012; Simon & Savina, 2005). Simon and Savina’s (2005)
Hospital to School Transitions: Special Education Teacher Survey was used to help in the
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development of item 14 regarding transition practices. Bechberger’s (2012) dissertation survey
was used to guide the content of the questions related to transition practices and barriers in items
17 and 18 along with items 25-37. In addition, five questions (items 58-62) included in section
six were adapted from the self-assessment of collaboration knowledge and skills section within
The Interprofessional Collaboration Survey (Baerg et al., 2012) to measure participant
experiences and knowledge of interprofessional collaboration. Because the aforementioned
surveys were exploratory, survey reliability and validity were not examined as components of
these studies (Baerg et al., 2012; Bechberger, 2012; Simon & Savina, 2005).
Prior to full distribution, a survey review process was completed to verify the content of
the survey, item readability, formatting, and ease of comprehension. This review process
included a sample of five respondents who are professionals in the psychology field. They were
asked to provide feedback on the survey, including ease of item readability, content of the
questions, grammatical or formatting errors, and recommendations for additional content or
questions. Comments and recommendations were incorporated into the final instrument revision.
Major changes included adding and editing examples for open-ended questions along with
providing definitions for certain items. Minor changes included formatting changes and inclusion
of a matrix.
Semi–Structured Interview
The semi-structured interview protocol (see Appendix D) consisted of 11 open-ended
inquiries or questions which were followed by one to four possible prompts. The interview
protocol was developed by the researcher using key principles of phenomenological theory. A
phenomenological interviewing approach recognizes that the participant’s experience is complex
yet grounded in a world which is experienced intersubjectively (Bevan, 2014). The semi-
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structured interview asked questions that were generally broad, reflective, and presented in a
language familiar to participants in order to allow the individual to fully express their experience
with the phenomena (Bevan, 2014). More specifically, the questions aimed to gather information
about participants’ individual experiences supporting children and families with hospitalization
and return to school process with the intent of understanding their lived experience. Individual’s
key transition experiences that were of interest included observations about communication and
collaboration, procedures and policies, coordination of services and supports, and barriers and
facilitators across the continuum of care. All interviews followed the protocol of pre-established
questions and prompts described. The researcher followed up on certain questions depending on
each participant’s response pattern which allowed for further clarification or information
gathering (Merriam & Tisdell, 2016).
Data Analysis
After data collection concluded, both qualitative and quantitative datasets were explored
using a parallel mixed data analysis technique (Greene, 2007). According to Teddlie and
Tashakkori (2009), this exploration strategy is the most common and widely discussed approach
to mixed methods analysis and includes two separate processes for quantitative and qualitative
data prior to integration. Throughout the parallel analysis, quantitative and qualitative findings
will be shaped and informed by one another (Teddlie & Tashakkori, 2009).
Quantitative Survey Analysis
Quantitative analysis of the survey data began by exporting the data from Qualtrics to an
excel spreadsheet. This allowed the researcher to review responses and clean the data before
importing it into SPSS. Data cleaning included removing partial responses along with participant
responses that did not meet the inclusion criteria. This was followed by additional cleaning steps
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which involved recoding the data from categorical codes into numeric values. After the data
cleaning, all responses were imported into SPSS to allow the researcher to run basic computerassisted frequencies. All analyses of statistical findings were conducted using Statistical Package
for the Social Sciences (SPSS) version 27.0. Basic frequencies allowed the researcher to examine
the key variables associated with the hospital-to-school transition including common practices
and procedures, barriers, experiences with communication and collaboration, and overall quality
of the transition experience. Frequencies were then put into tables to summarize key
characteristics of the participants in the sample. Quantitative data were analyzed simultaneously
to identify commonalities and themes across the participants. All data were then integrated to
triangulate common experiences and themes across datasets.
Qualitative Analysis
Analysis of the qualitative data was a multiple step process as the researcher had two
separate qualitative datasets to analyze. First, the researcher transcribed all interviews to allow
for coding and thematic analysis. After transcription, qualitative analysis of the interview data
began with a process of open coding in order to gain a better understanding of common
contextual ideas and related experiences across the interviews. After the initial round of coding,
the researcher re-coded transcripts to further examine overarching themes within and across
participants; this process allowed the researcher to expand on certain themes in order to create
more precise codes. After the two initial rounds of coding, the researcher then coded the openended qualitative responses provided by survey respondents. After coding for initial themes
across responses, the researcher incorporated the codes alongside the interview transcripts. The
researcher completed a third round of coding incorporating both the interview transcripts and the
open-ended survey responses. At this time, the researcher began to condense codes under wider
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umbrellas associated with the study’s research questions and theoretical framework. All coding
of themes and categories was computer-assisted and managed through the use of qualitative
analysis software NVivo version 12. After the integration of codes across the interviews and
open-ended survey responses, the researcher submitted the coding to a Loyola faculty member
for audit review in order to reduce researcher bias and increase credibility, transferability, and
dependability (Creswell & Plano Clark, 2018).
Following the audit, the researcher analyzed the interview responses in relation to the
corresponding quantitative data to allow for complementarity across the qualitative and
quantitative data. Survey responses and qualitative interviews were also examined for
inconsistencies and divergence. All noted variations were identified, and alternative explanations
are integrated into the study’s results, discussion, and limitations.
Integration of Quantitative and Qualitative Data
After parallel analysis, the results were merged with the intent of providing a deeper
understanding of the participants lived-experiences of hospital-to-school transition. The act of
merging data in a convergent design occurs when the results of the analyses of quantitative and
quantitative data are brought together and compared (Creswell, 2014). This approach was most
appropriate as the use of mixed methods allowed for the researcher to triangulate the qualitative
and quantitative data; thus, contributing to a more holistic understanding of the hospital-toschool transition through the eyes of the school-based participants. The overall findings,
identified domains, and corresponding codes were then integrated into an outline driven by the
study’s core research questions. Overall findings will be reviewed in greater detail in chapters
four and five followed by research implications and recommendations for practice.

CHAPTER FOUR
RESULTS
This study focused on better understanding the hospital-to-school transition experience
by examining the perspective of the school-based provider. Using a mixed-methods approach,
school-based providers completed structured surveys and/or semi-structured interviews. Data
collection was guided by the study’s core research questions which aimed to understand
interdisciplinary collaboration and communication, current practices and protocols, and
perceived barriers and facilitators to the hospital-to-school transition. This chapter will present
the study’s results as outlined by the research questions. The following key domains will be
presented in this chapter: (1) overview of transition experiences, (2) transition experience
satisfaction, (3) standardized transition practices and protocols, (3) general communication and
collaboration experiences, (4) communication and collaboration satisfaction, (4) communication
and collaboration within systems—experiences within the school setting, (5) communication and
collaboration across systems—experiences with the hospital, outpatient providers, and families,
and (6) systemic and ecological factors that influence the transition experience. In addition,
directly following sections (4), (5), and (6), tables will outline key themes and associated codes
along with correlating examples of the survey responses and interview quotes (See Tables 4, 5, 6
and 7). At the end of the chapter, key domains across ecological systems will also be reviewed
(See Figure 6).
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Research Question 1: What Experience do School Personnel have with Hospital-to-School
Transitions?
Participants were asked to report the number of transitions they have been professionally
involved with in the last two years, as well as the total number of transitions throughout their
professional career. Of the 29 participants, most participants (69%) supported between 1-4
students with this transition in the last two years. Twenty eight percent of participants supported
5–10 students, and 3.4% of participants supported 11 or more students in the previous two years.
Participants were then asked about the total number of transitions across their professional
careers. The majority of respondents (65.5%) reported engagement in 1–10 transitions. About
10% reported working with 11–20 students, followed by 6.9% reporting 21–30 transitions, and
17.2% reporting more than 31 student transitions (see Table 2 for additional information).
In terms of transition diagnoses, participants were asked to report on the frequency of
specific diagnoses and disorders as they related to the hospital referral concern or treatment.
More than half of respondents reported that students’ diagnoses included but were not limited to
depression (93.1%), anxiety (89.7%), suicidal ideation (82.8%), attention-deficit hyperactivity
disorder (69.0%), bipolar disorder (58.6%), behavioral disorders (including oppositional defiance
disorder and conduct disorder) (55.2%) and a suicide attempt (55.2%). Diagnoses that were
reported by less than half of respondents included non-suicidal self-injury (48.3%), psychosis
(41.4%), eating disorders (31.0%), autism spectrum disorder (31.0%), and homicidal ideation
(27.6%).
With regard to transition practices, respondents were asked to respond yes or no to
general practices that were utilized during a student’s transition (See Figure 3). The three most
common practices (72%-76%) that respondents engaged in included: consulting with the
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student’s caregiver on the phone after the child’s discharge and/or return to school (75.9%);
consulting with the student’s caregiver on the phone prior to the child’s discharge and/or return
to school (72.4%); and receiving a discharge summary from the student’s parent or the hospital
staff (72.4%). Less than half of respondents reported the following practices: engaging in a
phone call with hospital staff to discuss child's discharge (37.9%), consulting with hospital
personnel on the phone prior to (44.8%) or after the child’s discharge and/or return to school
(31.0%) and holding an in-person meeting with the student’s caregiver before (41.4%) and/or
after the child’s return to school (37.9%). The least commonly reported practices included
meeting in-person with hospital staff prior to the child’s discharge (13.8%) and meeting inperson with hospital staff after the child’s discharge (6.9%).
Figure 3. Frequency of Transition Practices Across Systems

Survey respondents were also provided with the opportunity to share open-ended
responses to the question asking about common practices that are utilized during the transition.
One participant stated, “[The] answers above assume that I can get ahold of someone at the
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hospital or that [the] parent/hospital tells us that their student is returning to school; sometimes
students just show up at school without warning.” Similarly, another participant wrote
“sometimes we get a discharge summary, not always.” Other responses provided more detailed
information about common practices that were not included in the survey options such as
“requesting [an] IEP meeting;” “consultation with teachers to provide information and
consultation regarding supports;” and “our system requires the school team to conduct an
intake.”
Interview participants also reported on common practices associated with their
experience. One participant commented on her experience stating:
In an ideal world, I have communication with the hospital before their discharge. I will
talk to them about what happened during treatment; what their post treatment plans are;
make sure they are safe to return to school; and then we'll have weekly follow up
meetings for a certain period of time to make sure that they're doing OK.
Another participant commented on her experience and how their procedures have changed as a
result of the increased prevalence of hospitalizations. When asked about her role, she stated:
In my current building, it's definitely shifted over the last couple of years. Initially,
counselors were in charge of communicating with the hospital, getting consents signed,
and then [they] would host a reentry meeting with the social worker and the parents. And
then the counselor typically would have communicated with teachers at that point. After
that, it shifted to the social workers because they primarily were the ones who were
working with these guys as they were coming back. So, the entire role shifted to the
social workers. Now my building has had a pretty significant increase in hospitalizations
the last couple of years.
Research Question 1a: How Satisfied are School Personnel with Their Experiences?
Across both the survey responses and content of the semi-structured interviews,
participant satisfaction with the hospital-to-school transition process varied greatly with some
respondents reporting on positive experiences and others relating experiences of frustration and
disappointment. One question on the survey explicitly addressed this; when participants were
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asked to rate their level of satisfaction with the hospital-to-school transition, the most commonly
selected response was Not Satisfied (34.5%), followed by an even distribution of participants
who reported feeling Somewhat Satisfied (31.0%) and Adequately Satisfied (31.0%). Of note,
only one respondent reported feeling Very Satisfied (3.4%) with the experience.
Notably, because the interview respondents were selected based on maximum variation in
level of satisfaction, the content from the semi-structured interviews provided a more in-depth
description of the transition experiences. For instance, one interviewee reflected on their
experience stating:
I like to use rating scales. From one to ten with ten being amazing, great, best system in
the world. I would say maybe a seven. Sometimes an eight and sometimes a six so a
range between six and eight depending on the case. I don’t know if that’s because where I
was before, we had nothing. There are always things we can improve upon, but I think
the communication is really great and the supports we try to provide are helpful. Whether
or not the student makes progress, I think we have something to do with that, but then
there are always the systemic things that we cannot control.
Another participant reflected on their level of satisfaction and stated:
I'd say moderately [satisfied]. Sometimes it has been good; sometimes it has been poor.
And the problem with, when it's been poor, is communication. There was a kid who was
hospitalized at the beginning of the year who never really wanted to come in [to meet]
with me; the family was pretty private and so it felt unsatisfying because I'm not sure if
he's actually OK. And that feels stressful to me because I don't want someone to die.
That’s like my greatest fear. Managing that risk is tricky.
Research Question 2: What Standardized Practices and Procedures are Employed in the
Transition Process?
Participants were asked to report on various standardized practices or protocols that were
utilized in their settings (See Figure 4). Slightly less than half of respondents (41.4%) reported
that they had a dedicated team designed to support children and families throughout the
transition. All participants who reported having a designated team, also indicated that they were
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a part of the transition team. Similarly, participants were then asked if their setting had a
standardized protocol in place to support children and families throughout the transition. Of
which, 37.9% of respondents indicated that their setting did have a standardized transition
protocol. The remaining questions in this section sought to better understand the standardized
practices within the protocol and, therefore, these questions were only asked of those 37.9%
(n=11) of individuals who reported having a protocol. All 11 respondents reported they either
strongly agreed or somewhat agreed that their setting’s protocol encouraged the team to
individualize each transition plan to meet the unique needs of the student, and also encouraged
parents to be active members in the planning process. About 81.8% of respondents indicated
strong to moderate agreement that their protocol explicitly outlines the steps required to prepare
for the transition. Seventy-three percent of respondents reported (strongly agree or somewhat
agree) that their current policies and procedures were sufficient in supporting children and
families as they transition from hospitalization to school. Additionally, about 73% strongly or
somewhat agreed that their setting’s protocol explicitly identified their role and responsibilities.
Lastly, 63.6% of participants felt that the policy or protocol is consistently implemented for all
students who transition back to school.
When participants were asked about school originated barriers to a successful transition,
respondents emphasized the negative implications of not having a school reentry plan in place.
Participants reported that “a lack of specific protocol or policy” is a barrier to a student’s
transition. Another survey respondent shared her frustrations and identified barriers stating, “the
protocol is loose, nonexistent or not followed and administrators are not pushing to hammer out
better procedures.” Survey respondents also made note of the positive outcomes associated with
a standardized return protocol. For instance, when survey respondents were asked to share
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supportive school factors that contribute to a successful transition, many participants reported on
the importance of a structured plan. One survey respondent highlighted “planning for the return
from hospitalization (at least a structured plan even if not a formal policy) and it also helps when
EVERY team member knows the plan and uses the same format.” Other participants shared
similar views on the importance of a dedicated team, specific outline for school procedures, and
a standardized protocol or policy.
Figure 4. Standardized Transition Policies and Protocols

During the semi-structured interviews, participants also reported on their various
experiences with return-to-school policies and protocols. Based on the sentiment of their
statements, it seems that some settings have very structured policies and programming to support
children and families whereas others utilize practices that are more fluid or in the process of
development. One interviewee shared an overview of their standardized programming and stated:
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We've actually created a program it’s called the XX [name redacted for anonymity]
program. So that is housed with two full time teachers, one is a former special education
teacher and one is a former speech pathologist. Their entire role is housing the XX
program so they are in charge of communicating with the hospital, working with the
teachers to minimize/reduce workload, consult with the rest of the team on schedule
changes...possibly complete referrals for 504s or special education evals. And they house
that. They also have a study hall within that program where they are helping to facilitate
the transition back into full time; and they manage all that communication. … it
definitely helps when it’s consistent. Now that I’m thinking about it, they have a protocol
of what to ask so they make sure that everything’s covered with the family and with the
hospital.
In contrast, two interviewees shared their school’s procedures which appeared to be more
fluid. One of the respondents who worked in a small therapeutic school noted “So it's really that
reaching out. In terms of written down procedures, we’re really light on those. It's my boss
saying, ‘get it done and get it done right.’ I would think other organizations would have more
written down procedures then we do.” Another respondent commented on her experience
working to create standardized practices in her parochial school setting. She shared:
So, when I first came into the school, we did not have any sort of clear policy or anything
written down about what happens when a kid has been hospitalized and is coming back to
the school. We had previously had kids hospitalized but the families are relatively private
as happens. So I think oftentimes kids would be hospitalized and we wouldn’t necessarily
hear about it. So when I came in I kind of realized that and thought we really need to
have some sort of protocol.
Lastly, the standardization of practices that occur across different ecological systems was
a significant interest in this study. Therefore, participants were asked about their experiences
with coordinating care across systems. When participants were asked to rate the impact that
unclear roles or responsibilities may have on the transition process, 58.6% of respondents
reported that unclear roles create a moderate to extreme barrier to a successful transition.
Similarly, the majority of participants (62%) felt that deficient coordination regarding client
documentation and the signing of releases for confidential health information created a moderate
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to extreme barrier. As a final component of coordination of care, participants were also asked
how often issues of confidentiality limit their ability to engage in interprofessional collaboration;
48.3% of participants reported that issues of confidentiality rarely interfere and 37.9% reported
that these issues sometimes interfere.
Research Question 3: How do School Personnel Describe Communication and
Collaboration Across the Hospital-to-School Transition?
To better understand the nature of communication and collaboration within the school
setting, survey participants were asked to respond to several questions about their perceptions of
communication and collaboration in their day-to-day work. Communication was defined for
participants as the sharing of information through the initiation or receipt of contact in the form
of in-person discussion, phone calls, telehealth or zoom calls, or emails. Collaboration was
defined as two or more people working together to complete a shared task or reach a common
goal. Notably, all respondents indicated that interprofessional collaboration is important to the
effectiveness of their work with 69% reporting it as extremely important and 31% reporting as
very important. In terms of day-to-day practice, 86.2% of participants indicated that they often or
almost always communicate and/or collaborate with other professionals. Despite the majority of
respondents noting the importance of communication and collaboration to their work, the
prevalence and satisfaction with inter-professional communication and collaboration appears to
vary greatly.
Research Question 3a: How Satisfied are School Personnel with the General Quality of
Communication and Collaboration Throughout the Hospital-to-School Transition?
To gain additional insight into the specific experiences across individuals and systems,
participants were asked to rate their level of satisfaction related to communication and
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collaboration between all service providers throughout the transition process. Overall, only
24.1% of participants reported feeling some level of satisfaction (somewhat or strongly agree)
with the level of communication between all of the service providers throughout the hospital-toschool transition process. This number remained the same when participants were asked about
collaboration specifically with 24.1% of respondents reporting some level of satisfaction
(somewhat or strongly agree) with the amount of collaboration across service providers
throughout the hospital-to-school transition process.
Figure 5. Barriers to the Hospital-to-School Transition

The remainder of this section will answer research question two by reviewing
communication and collaboration in greater detail with a focus on experiences that occur within
a single system (e.g. communication and collaboration experiences within the school
environment) followed by the experiences that occur across ecological systems (e.g.
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communication and collaboration experiences between the school and hospital). These
subsections will also review satisfaction and any barriers or facilitators that were identified
within that specific system. (See Figure 5)
Within System Communication and Collaboration
Communication and Collaboration Amongst School Personnel
Participants were asked to respond to additional questions about their experiences with
communication and collaboration specific to their educational settings and school colleagues.
Themes and specific codes that emerged from analysis of the quantitative and qualitative data
relevant to the educational setting are summarized in Table 4. In general, the majority of
respondents (75.8%) reported that they felt (strong or some agreement) the student’s schoolbased support team collaborated well with others throughout the hospital-to-school transition.
When asked about experiences with teachers specifically, 65.5% of respondents reported (strong
or some agreement) the child’s teachers openly communicated with them (or their school team)
throughout the hospital-to-school transition and 75.8% of participants indicated (strong or some
agreement) that the child’s teachers collaborated with others throughout the hospital-to-school
transition. Moreover, 41.4% of respondents felt that poor communication and collaboration
among the child's school team (e.g., administrators, school psychologists, social workers,
teachers) was only a minimal barrier to a successful transition with 27.6% reporting that it was
not a barrier at all. Nevertheless, 69% of respondents also reported that the insufficient
coordination of school-based services was a minimal to moderate barrier to a successful
transition. (See Figure 5 and Table 4)
Barriers. Within the broader area of school communication and collaboration, many
respondents commented on barriers that prevent adequate communication and collaboration
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among school staff. Two overarching themes that were identified across participants as barriers
included: (1) a lack of administrative support and (2) a lack of motivation and coordination
among school personnel.
The first barrier to effective communication and collaboration, lack of administrative
support, was associated with the school’s administration (e.g. “lack of leadership at times”) and
the level of support provided to aid in the transition process (e.g. “lack of time, resources, staff,
and administrative support”). This was further evidenced by one participant who reported “[the]
protocol is loose to nonexistent or not followed and administrators are not pushing to hammer
out better procedures.” This idea of poor leadership and a culture that does not prioritize mental
health supports was also brought up by one interview participant who stated:
This is a broad issue but just administrative support as far as mental health issues and
being willing to acknowledge and recognize them. There is very much a culture in my
school— and there’s a long-standing history for various reasons— but mental health is
something that's not really addressed or talked about at school.
Another participant reflected on her experience trying to manage caseloads while also providing
high-needs students with appropriate school-based treatment. The participant stated:
With schools in general it’s just time. Finding the time to do what you want to do and
doing it well just because there's so many demands on your time. I would love to be able
to spend more time figuring out what it is that I can do to make the students transition the
absolute best. But, unfortunately, making sure I have the resources to do that can be
challenging.
The second major barrier to emerge was related to a lack of coordination among school
personnel. Several survey respondents made note that communication and collaboration were
negatively impacted by a “lack of process and coordination among staff” and “non-collaborative
school-based teams.” This theme was further evidenced by information obtained throughout the
interviews. For example, one participant shared:
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Just having a clear line of responsibility between who's supposed to do what. Sometimes
it gets confusing because the Dean of students has a really good relationship with parents
and has been here for a long time. So she'll be talking to parents about all this stuff and
then pass [the case] on to me. And then I'm trying to like get ahold of parents and have
the same conversation again and so it sometimes feels like there needs to be like a better
line of ‘this’ is exactly what happens.
Facilitators. In contrast, respondents also commented on communication and
collaboration practices that facilitate the transition process. Two overarching facilitative themes
emerged highlighting the importance of communication and collaboration within the school
environment: (1) prioritization of communication and collaboration and (2) designated teams and
roles. The first facilitative theme was related to the importance of prioritizing communication
and collaboration with colleagues (e.g. “willingness to make time to plan and consult” and
“regular communication amongst team members”). During the interviews, a participant also
reflected on the strengths in her setting. She stated, “There’s always things we can improve upon
but I think our communication is really great.” Similarly, another participant reflected on her
experience as a new staff member and the importance of professional collaboration to support
her, relating:
Coming into the school, I didn't know what hospitals were around us.. where the
community centers that provide counseling in a culturally and linguistic sensitive way for
the population... and so a lot of that was like navigating what everybody else already
knew. So having staff there who already has connections with the community and would
know exactly where to call. Like, OK this place does this so you can call them. They
specialize in eating disorders so you want to call them. So that was really helpful to have
staff who was very knowledgeable. And not only are they knowledgeable but we also
have a lot of mental health staff compared to other places I have worked.
The second facilitative theme was associated with having designated teams and roles
which allows for improved communication and collaboration before and during the transition
(e.g. “schools with designated training and team members for hospital to school transition
planning” and “having a dedicated team for transitions”).
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Table 4. Overview of School-Based Themes, Codes, and Example Data
Theme
1.
2.
Prioritization of
Communication
and Collaboration

3.

4.
Facilitators

5.

School System

Designated
Transition Plan
and Team

Increased School
Supports
School
Procedures and
Policies
Established
Relationships
with Hospital
Programs
Home School
Collaboration
Hospital
Collaboration

1. Transition Team
2. Staff
Collaboration
3. Relationships
4. School Staff
Knowledge

1.
Lack of
Administrative
Support/Resources

2.

Lack of Resources
and Supports
Policies and
Procedures that
create barriers
Setting and
Environment

Barriers

3.

1.
Lack of
Coordination and
Motivation

Open-Ended Survey Response
Examples

Codes

2.
3.

Lack of
Collaboration and
Communication
Staff Barriers
School Staff
Expectations

Interview Quote Example

“Willingness to make time to plan and
consult”
“Regular communication amongst
team members”
“Working on close teams”
“Collaborative and close-knit schoolbased teams”
“Staff willingness to consult/collab”
“Time to collaborate”
“Protected time to engage in
collaborative planning”
“Good collaborative team model”

“There’s always things we can improve
upon but I think our communication is
really great.”

“Dedicated team for transitions”
“Systemic use of collaborative
problem solving”
“Schools with designated
training/team members for hospital to
school transition planning”
“When there are specific steps and
procedures in place for re-entry
meetings, missed assignments,
accommodations in the classroom,
etc.”
“Planning for return from
hospitalizations (at least a structured
plan even if not a formal policy);
helps when EVERY team member
knows the plan and uses the same
format”

“Overall, it works really nicely. It makes a
big difference to have dedicated staff for
consulting with the outside team and to just
share the load a little bit.”

“Lack of administrative involvement
and support”
“Lack of leadership at times”
“Number of school staff “
“Lack of time and resources”
“Program size. When our
program/classroom is overwhelmed,
we aren't able to devote as much time
to communication with the hospital.”

“With schools in general it’s just time.
Finding the time to do what you want to do
and doing it well just because there's so
many demands on your time. I would love
to be able to spend more time figuring out
what it is that I can do to make the students
transition the absolute best. But,
unfortunately, making sure I have the
resources to do that can be challenging.”

“Lack of collaborative problem
solving”
“Non-collaborative school-based
teams”
“Poor team collaboration/insufficient
collaboration”
“Not communicating issues to
parents/support staff”
“Policies that do not allow for
flexibility”
“Lack of process and coordination
among staff”

“Just having a clear line of responsibility
between who's supposed to do what.
Sometimes it gets confusing because the
Dean of students has a really good
relationship with parents and has been here
for a long time. So she'll be talking to
parents about all this stuff and then pass
[the case] on to me. And then I'm trying to
like get ahold of parents and have the same
conversation again and so it sometimes
feels like there needs to be like a better line
of ‘this’ is exactly what happens.”

One interview respondent reflected on their transition team noting, “Overall it works
really nicely. It makes a big difference to have dedicated staff for consulting with the outside
team and to just share the load a little bit.”
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Another interview participant shared an example of specific roles on their transition team and
how the role improves communication with others. She reported “Our [staff] will be in charge of
keeping the [meeting] running. They usually make a google doc and then they share it with the
hospital and educational liaison. They'll delete and update things and communicate so everyone's
just kind of on the same page and that definitely helps.”
Across System Communication and Collaboration
Experiences Between the Hospital and the School
Participants were asked to report on their experiences with hospital teams throughout the
transition. Themes and specific codes that emerged from analysis of the quantitative and
qualitative data relevant to the hospital setting are summarized in Table 5. Overall, when asked
about communication, only 27.5% of participants reported (strong or some agreement) that the
child’s hospital-based team openly communicated with them (or their school team) throughout
the hospital-to-school transition, meaning that 65.5% felt a lack of communication. Moreover,
only 20.6% of respondents indicated (strong or some agreement) that the child’s hospital-based
team collaborated with others throughout the hospital-to-school transition with 69% reporting a
lack of collaboration on the hospital’s end. (See Table 5)
Similarly, participants were also asked to rate how strongly they believed insufficient
communication and/or collaboration across systems acted as a barrier within the hospital-toschool transition process. More than half of respondents (51.7%) reported that insufficient
communication and collaboration between the hospitalization program and the school acted as an
extreme barrier, with 31% reporting it as a moderate barrier. When asked about their
observations of the hospital program’s communication and collaboration with the family, 44.8%
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reported insufficient communication and collaboration as a moderate barrier and 13.8% reported
it as an extreme barrier. In contrast, 17.2% felt this was not a barrier at all.
The importance of cross-system communication and collaboration was by far the most
identified experience in the open-ended survey responses and the semi-structured interviews with
participants. These themes often reflected a need for increased communication and collaboration
within and across providers. Several individuals reflected on experiences that correlated with the
survey responses and highlighted experiences that were wrought with a lack of coordination,
communication, and collaboration. For example, one survey respondent wrote that a systemic
barrier was, “hospital systems not reaching out to school providers about a patient being
discharged and not setting up the appropriate follow-up care”. In contrast, however, most
participants also reflected on one or more positive experiences to provide counterexamples.
Often, participants went out of their way to highlight the importance of developing relationships
with hospital programs in their community, which increased positive outcomes and experience
with the hospital-to-school transition.
One interviewee reflected on her experience with more than 30 transitions and stated
“What hasn't gone well is just the complete lack of communication. That’s it. Just nothing. Not
reaching out. Or, when I try, no one will call me back and that's very frustrating.” Similarly,
another participant reflected “They’re just not reaching out. I feel like I’ve had so little contact
with them, that it's hard for me to even say what they could do that’s unhelpful because I just
haven't had it.” In another interview, the participant highlighted the disconnect across care
systems and their goals stating “honestly, it’s not always clear to me that there's a social worker
guiding the discharge plan. To me, the hospital is like ‘we stabilized the behavior or the affect,
we gave new meds and made a new diagnosis and we're done’. It’s that bridge that’s missing.”
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Barriers. Barriers to communication with hospitals were highlighted in open-ended
survey responses. Some of the reasons that poor communication might be occurring were issues
of staffing and unclear responsibilities (e.g., “hospitals that are under-staffed or don't have staff
designated for communicating with schools”) and burnout (e.g., “overburdened hospital systems
resulting in staff burnout and a lack of systemic re-entry procedures”). These cross-system
communication inconsistencies were also noted by interview participants. One participant shared:
Even knowing how to get in touch with the hospital; it's really hard to figure out. I even
know the hospitals and some people who work there and I’m like I don't even know who
to call... who do I call at this hospital to say “hey one of my kids is hospitalized there and
I have a release...” just even knowing like a central number; who's the caseworker; who is
handling discharge; because the kid has their family therapist and they have their
psychiatrist in inpatient and then they have the case worker who is dealing with discharge
and they will meet as a team in the hospital but then who am I supposed to be talking to?
Who's the point person? So things like that. Knowing that; having that be more clear;
would be really helpful.
Facilitators. Correspondingly, many interview participants also reflected on constructive
and collaborative experiences with hospital programs that facilitate the transition process. One
general theme related to these positive experiences was focused on establishing strong
relationships with the programs and providers in the community. One participant expressed:
So, I happen to interact with the same staff usually. So [I have] a very small sample of
staff that I have experience with. I've been very impressed with their skillsets. I know
with hospital programs you can get a variety of skillsets for a variety of systemic reasons
but the places that I interact with— its usually the same staff—so there's not a high
turnover rate. To me, they have very good clinical skills from hearing them summarize
why the student was there and what skills they worked on and what they learned. I was
always very impressed with the way they talk about the clinical terms and how they make
it accessible for parents to understand. They ask good questions about how we can
accommodate a student based on what they know about the student, what they’ve learned,
what's helpful, and how we can make that happen for the student in school. Really,
they’re just very knowledgeable, clinical, good staff. I don't know about other places, but
we got lucky here.
Another participant expressed similar sentiment about the importance of collaboration stating:
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I've had good and it's when they talk to me, they just give me some time, and they hear
me. When we can talk about and work it through. I think so much of our position is
working it through with other professionals. Sometimes we feel like we're flying solo
especially in high crisis situations. My school can often be a high energy situation and
I’m constantly on the go. I never get a chance to sit and think. I'm not like sitting in my
office all day. And I’m sure it’s the same thing with the hospital. I’m sure they’re cycling
through patients, and they’re just bombarded. But if we don’t get that opportunity, it’s
missed. And I think treatment and diagnosis can be altered. So, it's having that time when
I think it goes well.
Table 5. Overview of Hospital-Based Themes, Codes, and Example Data

Facilitators

Theme

1.
Establishing Strong
Relationships with
Hospitals

2.

Hospital System

3.

Open-Ended Survey Response
Examples

Interview Quote Example

Open
Communication
from Hospital
Access to
Documentation
Hospital Staff
Knowledge

“It is helpful when the hospital
provides specific and accurate
documentation”
“Hospitals that have the staff to be
able to take time to communicate
with parents and schools ahead of
discharge and after being
discharged”
“Ability to implement hospital
suggestions/recommendations when
student returns; they need to be
realistic and manageable for the
staff. Sometimes they are not and it
proves to be difficult to transition”
“Post-discharge transition meeting
involvement”

“I've had good and it's when they talk to
me, they just give me some time, and
they hear me. When we can talk about
and work it through. I think so much of
our position is working it through with
other professionals. Sometimes we feel
like we're flying solo especially in high
crisis situations. My school can often be
a high energy situation and I’m
constantly on the go. I never get a
chance to sit and think. I'm not like
sitting in my office all day. And I’m sure
it’s the same thing with the hospital. I’m
sure they’re cycling through patients,
and they’re just bombarded. But if we
don’t get that opportunity, it’s missed.
And I think treatment and diagnosis can
be altered. So, it's having that time when
I think it goes well.”

“Hospitals that are under-staffed or
don't have staff designated for
communicating with schools”
“Lack of required communication
from hospital to school”
“Hospitals do not tend to spend a lot
of energy on discharge planning and
ensuring that services are in place
prior to discharging the child,
leaving a family in crisis to fend for
themselves with a sick child in the
home.”

“Honestly, it’s not always clear to me
that there's a social worker guiding the
discharge plan. To me, the hospital is
like ‘we stabilized the behavior or the
affect, we gave new meds and made a
new diagnosis and we're done’. It’s that
bridge that’s missing.”

“Overburdened hospital systems
resulting in staff burnout and a lack
of systemic re-entry procedures”
“Organization/effectiveness of
hospital programs and how thorough
they are”
“Short-term inpatient
hospitalizations which are timelimited and therefore not conducive
to supporting mental health/wellbeing in long run.”

“What hasn't gone well is just the
complete lack of communication. That’s
it. Just nothing. Not reaching out. Or,
when I try, no one will call me back and
that's very frustrating.”

1. Accessibility of
Staff
2. Lack of Access to
Hospital
Documentation
3. Lack of Hospital
Involvement
4. Lack of
Relationship with
Hospital

Barriers

Staffing Issues and
Unclear Responsibilities

Codes

Overburdened Systems
and Burnout

1. Hospital
Procedures
2. Hospital
Treatment and
Goals
3. Negative Hospital
Outcomes
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Experiences between Outpatient Providers and the School
When asked about experiences coordinating care with outside service providers, 41.4%
of survey participants reported that the child’s outpatient service provider or therapist
collaborated with others throughout the hospital-to-school transition. However, when asked
about communication specifically, only 24.1% of participants reported that the child’s outpatient
service provider or therapist communicated with them (or their team) throughout the hospital-toschool transition. Similarly, 58.6% of participants reported that the insufficient coordination of
outpatient services acted as a moderate to extreme barrier to a successful transition.
A general lack of coordination in care following a hospitalization was a common theme
when participants were asked about their experiences with outpatient service providers. One
participant commented about the frequency with which their team communicates with outside
therapists sharing, “I think the communication with outside providers has been pretty slim.” A
second respondent shared her experience working with outside providers in greater detail, while
also highlighting a positive instance as evidence of the importance of this relationship. The
participant shared:
Also, follow up with [the] outside therapist— when they've been assigned to an outside
therapist— is incredibly frustrating. They do not call back; they do not work with me and
it's really annoying because I would like to help. So that's been something too. Like who
is your kid seeing? Can I get in touch with them? And, even if parents do sign a consent,
the therapist isn’t actually working with me. I had one therapist, she was wonderful, for a
kid who was hospitalized for a suicide attempt. And we had a great working relationship
and we were constantly communicating. And that kid, I think he did really well.
Barriers. When asked about the barriers that may be impacting this process, the most
common theme was associated with a lack of reimbursement for consultative activities
(including communication and collaboration with a child’s school). A secondary theme identified
the disconnect between the systems and a lack of coordination (e.g. “confusing/disjointed
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supports that do not always communicate or work collaboratively”). Both of these ideas were
also captured in one open-ended survey response in which the participant stated:
The willingness to recognize that other professionals in allied health services have
knowledge and expertise. Historically, there has been very poor collaboration between
educational and health care systems. This is part related to payment and reimbursement.
Health care providers cannot bill insurance companies for consultation time so they have
virtually no time to do anything outside of direct patient contact hours. They do not
understand what school providers do, and school providers don’t understand what the
health care side does.
Experiences between the Family and the School
Survey respondents were asked to share their experiences and observations of
communication and collaboration with the child’s family and caregivers. Themes and specific
codes that emerged from analysis of the quantitative and qualitative data relevant to the
educational setting are summarized in Table 6. Overall, when survey respondents were asked
about experiences with the child’s family and/or caregivers, 55.1% reported (strong or some
agreement) that the child’s parents and caregivers openly communicated with them (or their
team) throughout the hospital-to-school transition. In terms of collaboration, this number was
slightly higher with 68.9% of participants reporting (strong or some agreement) that the child’s
guardians collaborated with others throughout the hospital-to-school transition. About 20.6%
reported (strong or some disagreement) a lack of collaboration and 10.3% reporting neither
agreement nor disagreement. Similarly, one interviewee shared her observation of families who
have experience with the hospital-to-school transition noting:
So, I would say that in the cases where the student has already established that care
connection between the school and the outside and has already had a hospitalization... it
generally seems to go a little bit better than like the first timers. And some of that I think
is because the families are more knowledgeable about it all... maybe they have made
mistakes the first time around.
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Barriers. When survey respondents were prompted to rate specific barriers, 41% of
participants reported that insufficient communication and collaboration between
parents/caregivers and their child acted as a moderate barrier to a successful transition. About
38% of respondents reported that insufficient communication and collaboration between the
family and school staff acted as a moderate barrier to a successful transition. Respondents were
also asked to rate the impact of a parents’ or students’ unwillingness to share confidential
treatment information required for the transition; 58.6% of respondents indicated that this was
only a minimal barrier or not a barrier at all. Lastly, when asked to rate the impact of the parent
or caregivers’ knowledge regarding their child’s treatment, 69% indicated that the lack of
parental knowledge created a moderate to extreme barrier. These differences suggest that most
respondents feel that parents will provide information to support the transition but demonstrate
difficulties understanding the mental health needs of their child.
When asked to provide examples of barriers to the transition process, participants
reported themes (see Table 6) associated with poor familial communication (e.g., “the family not
sharing with the school” and an “unwillingness to communicate and work with school team”),
parent denial or a lack of acceptance (e.g., “lack of family understanding/acceptance of
hospitalization or diagnoses”), and stigma (“stigma towards mental health challenges” and
“familial stigma”).
The first identified theme of poor familial communication often spoke to a “lack of
parental buy-in” along with parents who “closed off, private, and feel that this [their child’s
hospitalization] is a family matter.” Poor communication was also noted across the interviews as
a significant barrier to the transition process. One participant shared her concerns about poor
family communication and the disconnect between children’s education and their mental health.
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The participant stated, “Sometimes parents fearing the school knowing because [they think]
‘well that’s my kid’s business that’s out there. It's mental health so why should the school
know?’ That’s the disconnect.”
Many respondents also referenced the second identified barrier which focused on parental
denial or a lack of acceptance and how these viewpoints may negatively impact the transition.
For example, one survey participant reported that a barrier is “parents with low empathy for the
trauma endured with high demand for a return to ‘normal’ or high levels of functioning tend to
be a barrier.” Similarly, other survey statements included “families who do not recognize the
severity of the difficulties their child is experiencing” and “homes that are not understanding or
supportive of mental health treatment.” Correspondingly, an interview respondent reflected on
her observations of what may occur before a student reaches the point of the hospitalization. The
participant shared:
Usually, I see this more before a hospitalization happens but usually if we’re
recommending hospitalization for a student— and we have to get the parents involved
obviously— I see parents who dismiss a lot of the concern and it becomes very very
unhealthy for the students and makes them worry a lot of times. And parents have their
reasons why. They have their own stuff going on and it's not to blame the parents but if
the parent is having a hard time accepting that their student needs this kind of support, it
becomes really, really difficult to see positive outcomes for the student. So usually after
the hospitalization process … by then either here the parents involved or not. But it’s the
before when we're trying to get the hospitalization to happen that is when we see a lot of
the pushback that can be really unhelpful.
Another respondent spoke to the possible disconnect between parent and child and how that may
impact the transition. The participant recalled:
Where I’ve seen not great outcomes is when parents aren't on the same page. Parents
expectations and kids expectations are not congruent. Or when the whole family unit does
not prioritize... I've had families who’ve said.. “I know she said she wanted to die but like
I don't think she meant that she was just saying that.... that’s what we say in our house..”
So it's a lot of like education on our end of...talking through why it is problematic and
what are some like alternative ways... talking through all that stuff... a lot of education
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because this is why we're here today and in order to keep stress level down and keep this
from occurring again... let's kind of figure out what are some preventive steps we can
take right now.
Familial stigma was the third identified barrier and was commonly referenced across the
data. One survey participant reflected and stated that a significant barrier includes “families who
stigmatize or blame the child for their difficulties.” These findings were consistent with the
interview themes. One interviewee addressed the impact of familial stigma and her observations
of family dynamics noting:
I mean it's the stigma. I've had it happen 1000 times. The kids in my office... really upset.
I truly believe they’re suicidal or that they are on the brink of disclosing abuse. That often
happens. It's like I've seen the eyes, you know? They’re [the parents] like you better not
say anything and the kid shuts down. I've had many kids come out of the hospital and say
my mom told me to lie, I lied... I didn't tell that, my mom told me not to say this part, so I
didn't say this part.
Facilitators. Findings from the survey and the interviews also demonstrated the positive
impact of parental involvement and the improved outcomes associated with open communication
and collaboration with the student’s family. Many participants identified these factors as
important facilitators that strengthen the hospital-to-school transition. For instance, one
participant responded to an open-ended survey question asking about supportive familial factors.
The participant highlighted the need for “strong familial support which includes extended family
and communication with [the] school team about the issues prompting hospitalization and skills
needing to be addressed.” Other common statements associated with parental involvement that
were pulled from the open-ended responses included “family openness and honesty,” “a family’s
willingness to partner with the school,” and “forthcoming communication regarding the child’s
hospitalization, diagnosis, and treatment.”
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Table 6. Overview of Familial Based Themes, Codes, and Example Data

Familial System

Facilitators

Theme

Increased Familial
Communication
and Openness

Barriers

Poor Familial
Communication

Codes
1. Family
Background and
Access
2. Family
Knowledge and
prior experience
3. Increased
Familial Support
4. Open
Communication
and
Collaboration
5. Parent
Availability
6. Parent
Disposition and
Outlook

1. Lack of Familial
Communication,
2. Lack of
Openness and
Honesty
3. Lack of Family
Social Support

1.

Family Denial,
Resistance, and
Stigma

Lack of Parent
Education
Training
2. Parent
Disposition
3. Family Life
Circumstances,
Access,
Resources
4. Resistance and
Stigma

Open-Ended Survey Response Examples
“When the family is available to speak with
me, shares documentation from
hospitalizations, and signs releases so I can
speak with outside providers including the
hospital”
“Communicating as things happen at home or
at the hospital”
“Communications skills”
“Increased parent involvement including
willingness/commitment to communicate
hospitalization information to school team”
“Parent and family trust in school
psychologist and team at the school as well
as the hospital staff.” “Consistent
communication with the school”
“Parents who sign all releases and advocate
for collaboration are helpful. “
“Parents who request medical records and
provide all hospital documentation are
helpful.”
“Family does not share with school”
“Unwilling to communicate and work with
school team, don't sign release of info forms”
“Lack of communication/collaboration from
family with hospital staff”
“in some cases families may not even tell the
school about a hospitalization”
“lack of family openness to honest and
forthcoming communication regarding
hospitalization and treatment”
“family who is unable to regularly
communicate with school and follow through
on plans”
“Closed off, private families”
“Family in denial or who feel this is a
"private family matter"
“Resistant or uninvolved parents who are
combative and distrusting of school”
“Unsupportive or blaming about the child's
illness, unstructured/unstable home
environment”
“Familial factors of the family not being
invested in treatment”
“Disengaged/absent parents”
“Stigma towards mental health challenges”
“Familial stigma”

Interview Quote Example

“I think the biggest thing is the
communication. When we have parents
who the staff knows really well.
Because they have a relationship with
the counselor— or other people at the
school— and there in constant
communication with us, we tend to see
that there are better outcomes. Or,
when the family themselves are also
getting some sort of support or they’ve
decided it’s not just you going into this
program... like we're going to seek out
our own support too.”

“So the connection is that the key.
Somebody like raising their hand and
saying I have a psychologist who has
been working daily with my kid and
you need to talk to her. She knows
them. That is the key. If they don't say
that, it goes it goes wrong.”

“I mean it's the stigma. I've had it
happen 1000 times. The kids in my
office... really upset. I truly believe
they’re suicidal or that they are on the
brink of disclosing abuse. That often
happens. It's like I've seen the eyes, you
know? They’re [the parents] like you
better not say anything and the kid
shuts down. I've had many kids come
out of the hospital and say my mom
told me to lie, I lied... I didn't tell that,
my mom told me not to say this part, so
I didn't say this part.”

Results from the semi-structured interviews further supported the need for open
communication and familial involvement. One participant reflected on her experience with the
hospital-to-school transition and stated “the best outcomes have been when everyone’s on the
same page and able to have really frank and honest conversations and the family is able to—
usually with support—follow through with outside counseling. Sometimes that means family

96
therapy, sometimes that means having new house rules.” Another participant highlighted similar
sentiments expressing:
I think the biggest thing is the communication. When we have parents who the staff
knows really well. Because they have a relationship with the counselor— or other people
at the school— and there in constant communication with us, we tend to see that there are
better outcomes. Or, when the family themselves are also getting some sort of support or
they’ve decided it’s not just you going into this program... like we're going to seek out
our own support too.
Research Question 4: How do Factors Across Different Systems Indirectly Impact the
Transition Process?
To gain a better understanding of the various factors that affect a child’s transition back
to school, survey participants were asked to report on systemic barriers and facilitators. In
addition to the themes already presented in previous sections, across the survey responses and
interviews, systemic and organizational barriers were often referenced to describe societal
inequities, institutional practices, organizational structures, and legislative policies. These
domains cut across different ecological systems and indirectly affect the child who is returning to
school. Many of the identified domains were also referenced as an important focus for
professional advocacy with implications that center on preventative mental health practices and
policies. Domains that arose across the survey and the interview content included: (1) mental
health knowledge and educational training, (2) availability of mental health services, (3)
insurance limitations, and (4) socioeconomic status and poverty. Themes and specific codes that
emerged from analysis of the quantitative and qualitative data relevant to the systemic factors are
summarized in Table 7.
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Mental Health Knowledge and Educational Training
To better understand the array of experiences school staff have during the hospital-toschool transition, survey participants were asked questions about their knowledge and level of
comfort in supporting children and families through the transition. In addition, participants were
asked about their perceptions of other key individuals (e.g., parents and teachers) and the
possible impact of their knowledge (or lack of knowledge) on the transition process. When asked
about their own knowledge and expertise, the majority of respondents reported that they felt
adequately trained and competent to work with students transitioning from a hospitalization back
to school, with 37.9% reporting strong agreement and 37.9% indicating some agreement.
Nevertheless, it is also important to note that 13.8% reported neither agreeing nor disagreeing
and 10.3% indicated that they somewhat disagreed with the statement.
When participants were asked to rate the level of impact the school staff’s knowledge of
mental health disorders may —or may not— have on a successful transition, 58.6% reported that
they felt this was either a minimal barrier or no barrier at all. In contrast, when asked about the
impact of the hospital staff’s knowledge regarding school policies and procedures, 68.9% of
respondents reported this as a moderate to extreme barrier.
Many survey respondents used the open-ended questions to highlight the potential impact
that school staffs’ knowledge has on the success of a transition. Specifically, when participants
were asked to share school factors that were supportive to a student’s transition, many
respondents shared that staff’s knowledge, awareness, and acceptance of mental health
difficulties as the most supportive variable. Some of the supportive themes that arose across
participants included knowledge of common childhood disorders and their treatment, increased
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targeted mental health training for all school staff, and the implementation of mental health
prevention strategies and supports.
Correspondingly, several interviewees also reported on the importance of school staff’s
involvement, flexibility, and knowledge. One participant stated, “partnering with the teachers
and teachers being willing to say, ‘OK I'm going to lighten this kid’s load; I understand you
know things have been happening; let me be more flexible’.” Another respondent noted “And it
may be as simple as telling the teachers ‘hey so-and-so is a little fragile right now; so-and-so
may need an extension on their assignment right now; we can't necessarily tell you why but we're
telling you.’ And that's what I do, and it works beautifully. Not perfectly but beautifully.”
Responses from the interviews also focused on the changing roles for school-based
providers and the increased skills that are required for all school-based staff related to students’
mental health. One interviewee noted “so we have social workers in our school and they're great,
they're good at the clinical piece but they don't understand the learning disability piece.” Another
response highlights the lack of clinical training to work with hospitalized students stating “school
psychologists say they're not being trained for it, and they really should be. I think the training
programs need to increase their clinical [training] times 1000.” The demand for added mental
health training was also noted by an additional interview participant who stated:
It feels like sometimes it’s just putting out fires... it feels like we don't know what we're
doing even more than in the past. I think having the number of mental health people helps
us work towards the preventative. We do have tiered services and things like that, that
we're trying to build but there is always a lot more that can be done.
Availability of Mental Health Services
The availability and accessibility of mental health services continues to be a significant
barrier to treatment. In the current study, participants commonly shared that children and
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families encountered many barriers while trying to access appropriate mental health care prior to,
during, and after the hospitalization. Common themes within this domain included: (1) access to
appropriate treatment settings, (2) a shortage of service providers resulting in limited availability,
and (3) difficulties with accessing after-care services in a timely manner.
Results obtained from the survey data and the semi-structured interviews are consistent in
underscoring the multitude of barriers that are preventing many children and families from
accessing appropriate services. Interview respondents made note of the difficulties with
accessing appropriate care for their students and families. One participant reported “I know there
is a student who I used to work with … but because [he] is really young; it's really hard to find
placements for younger children like that.” Similarly, another participant shared the importance
of increasing access to mental health services for the whole family noting that it’s often difficult
to provide appropriate services to a child without addressing the same difficulties in the family.
She shared:
But you obviously have to have access to it right? So that's another barrier, is the families
that don’t have access to it at all. But the ones who do, and are able to engage in
additional supports for the whole family, we see really good outcomes in those situations.
The second identified barrier, a shortage of quality pediatric mental health treatment
centers and providers, was frequently reported across participants. One respondent referenced
her observation while working with students and families following a transition stating, “most of
the kids that I know that have been in the PHP or inpatient do not have outside providers and that
is another concern as to why they're not getting additional help outside of school.” A final
interview participant highlighted difficulties with the shortage of pediatric psychiatrists. She
shared:
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I have so many people who don't have access to a psychiatrist. Good psychiatrists
typically don't take insurance so therefore we're left to a handful of Medicaid accepting
psychiatrists. The wait lists are long. They're often not the best or their bedside manners
off and families are turned away. And these are kind of down and out families who really
need good bedside manner. So then they don't have access to consistent psychiatric care.
Then therefore we're relying on hospitals because it's always a crisis situation. So it’s
really not a good model.
Third, many survey participants also emphasized the significant impact of systemic
barriers that prevent children and their families from obtaining or following through with outside
services in a timely manner. For instance, one participant stated “there are very long wait lists for
counseling services and other outpatient programs. If adolescents had more access to mental
health care earlier, crises (leading to hospitalization) could potentially be avoided.” Other
responses touched on many logistical and societal barriers that prevent families from following
through with services. Some examples of common barriers included living in a rural area or
being far from service facilities, lack of transportation or long travel times, and issues around
safety (e.g., neighborhood tensions and community violence). General barriers to treatment were
regularly reported; one survey participant wrote “Unfortunately, continued mental health care is
often very difficult to get through insurance and the follow-up with clinics isn’t great for families.
Consistent mental health care after discharge is most difficult.”
Insurance Limitations
Access to comprehensive mental health services for children may also be limited or
restricted by a family’s insurance coverage. When participants in the current study were asked
about barriers to care, many respondents expressed frustration with the healthcare and insurance
industries. Barriers that surfaced related to insurance included insurance reimbursement rates for
providers, insurance treatment policies that prevent comprehensive care, and difficulties with
navigating insurance coverage and care.
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The first barrier was associated with poor reimbursement rates for providers which limits
their ability to engage in indirect services. One survey respondent highlighted this difficulty
stating:
Historically, there has been very poor collaboration between educational and health care
systems. This is part related to payment and reimbursement. Health care providers cannot
bill insurance companies for consultation time. So, they have virtually no time to do
anything outside of direct patient contact hours. They do not understand what school
providers do, and school providers don’t understand what the health care side does.
The second frequently reported frustration related the impact of insurance authorization
and hospital funding structures. Participants shared that this often plays a role in which clients
will receive care and for how long regardless of their need. Moreover, survey respondents also
reported on the shift of programs to focus on short-term psychiatric hospitalizations in which a
child is stabilized with medication and discharged without therapeutic treatment or
psychoeducation. One participant shared her frustrations with children’s treatment being
determined by the insurance coverage as opposed to the severity of their needs. She stated:
Often the parents would be like “oh, they said they were going to discharge him today.” I
think it's gotta be an insurance thing. Like all of the sudden insurance is like “nope, we're
done.” It doesn't always feel very well thought out.
Another respondent also shared her frustrations with insurance requirements associated with
accessing higher levels of care and the cyclical nature of insurance policies; her statement also
highlights the difficulties with preventative care as children need to demonstrate significant and
severe needs before some insurance providers will cover treatment. She stated:
So in order to access higher levels of care, you have to exhaust lower levels of care. But
if you need a higher level of care, you can’t get a lower level of care because they're
going to reject you. So once you get the higher level care—once you get a hospitalization
or an involuntary commitment— you're like “OK great we got this.”
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Table 7. Overview of Systemic and Organizational Themes, Codes, and Example Data
Theme

Facilitators

Access to
Services

Systemic and Organizational

Financial and
Insurance
Supports

Barriers

Availability of
Services

Insurance
Limitations and
Socioeconomic
Impacts

Educational
Policies and
Mental Health
Knowledge

Codes

1. Access to
Services
2. Coordination of
Care

1. Insurance
2. Psychosocial
Supports

1. Access
Limitations
2. Shortage of
Providers

1. Insurance
Systemic Care
Issues
2. Psychosocial
Issues
3. Socioeconomic
Status

1. Systemic Policies
and Staffing
Issues
2. Lack of Mental
Health Training

Open-Ended Survey Response Examples
“Access to outside mental health services so
that families can continue treatment.”
“Adequate mental health
services/placements”
“Districts with the financial means to hire
the necessary mental health staff and
provide training
funds to support programs”
“Increased options for outside resources
that treat childhood/adolescent mental
illness”
“Being able to find service providers who
are culturally competent”
“Affluent areas typically provide additional
support, inside and outside of school”
“Some families have money and can afford
more supports outside of school”
“Private insurance coverage”

“If the family cannot get the outpatient
support the student needs after being
discharged”
“Limited resources available for childhood
and adolescent mental health support”
“Systems that to do not have intensive
outpatient programs”
“No school based health care, which would
facilitate these transitions”
“Long wait lists for mental health services”

Interview Quote Example

“But you obviously have to have access to
it right? So that's another barrier, is the
families that don’t have access to it at all.
But the ones who do, and are able to
engage in additional supports for the
whole family, we see really good
outcomes in those situations.”

“Hospitals do not tend to spend a lot of
energy on discharge planning and
ensuring that services are in place prior to
discharging the child leaving a family in
crisis to fend for themselves with a sick
child in the home. Hospitals in more
affluent areas seem to provide more
collaborative care.”
“I have so many people who don't have
access to a psychiatrist. Good psychiatrists
typically don't take insurance so therefore
we're left to a handful of Medicaid
accepting psychiatrists. The wait lists are
long. They're often not the best or their
bedside manners off and families are
turned away. And these are kind of down
and out families who really need good
bedside manner. So then they don't have
access to consistent psychiatric care. Then
therefore we're relying on hospitals
because it's always a crisis situation. So
it’s really not a good model.”

“Lack of family insurance and resource”
“Which hospital program the student
engaged in greatly impacts our ability to
partner with them and this often comes
down to availability and insurance
coverage”
“Access to insurance”
“Discharge can often be determined by
insurance cutoffs vs. stability in the child”
“Unable to access resources due to
transportation limitations and financial
issues”

“Unfortunately continued mental health
care is often very difficult to get through
insurance and the follow up with clinics
isn’t great for families. Consistent mental
health care after discharge is most
difficult. Especially psychiatric services.”

“We need to bring more public health
understanding into these conversations.”
“Good training within the community of
how to help families be successful”
“Incompetence in mental health issues”
“School staff education about mental health
and illness”
“Teachers who are not empathetic or
willing to hand hold can create challenges”
“Administrator and teacher prejudice
toward mental health issues”

“It feels like sometimes it’s just putting
out fires... it feels like we don't know what
we're doing even more than in the past. I
think having the number of mental health
people helps us work towards the
preventative. We do have tiered services
and things like that, that we're trying to
build but there is always a lot more that
can be done.”
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Socioeconomic Status and Poverty
When participants were asked about systemic influences on the hospital-to-school
transition, socioeconomic or financial barriers were often referenced across participant groups.
On the survey, respondents noted that many barriers are associated with a lack of funding for
mental health programming, inadequate community services in low-income areas, and inequities
in community and school services. For instance, one survey respondent reflected on her
observations associated with a shortage of services and the inequitable provision of services
noting that “affluent areas expect more support, which decreases the amount of time mental
health [providers] spend with other students/communities in need.” One interview participant
made note of the difficulties in helping connect families with services when the community is
lacking the funding to provide quality services. She reflected:
Well, I’m in a high school setting and I think... I know that there's a lot of hospitalizations
at the elementary school setting as well— but in the high school it just seemed like …
there's been more students that need hospitalizations but there has been less space. Being
in the setting I am in now— I am in a suburb—there is a high percentage of students who
come from different cultural backgrounds, different language backgrounds, and also lowincome families. I bring that up because meeting their mental health needs can be very
challenging especially in the community setting.
Another participant shared her observations of the systemic and socioeconomic difficulties that
result in poor outcomes and continued hospitalizations. The participant shared:
Our high frequency students we have a hard time problem solving for. Those harder to
help students who have really high needs. They need go to hospitalization programs
multiple times and then it’s hard to meet their needs so we don’t really see a lot of
progress. So, it becomes cycle. Hospitalization and then coming back to us;
hospitalization and come back to us. But I think that speaks more towards like larger
systemic problems that were not equipped to solve. and most of the time, if those students
don't already have an IEP, we start one for them. And sometimes they might end up in an
alternative placement but it's a process. So that would probably be more challenging.
Then I think just the barriers... of not being able to provide the students with societal
needs like let's say their families have needs, they don't have a roof over their head, like
we can help, we can do McKinney Vento. But hospitalizations not going to solve that
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right? We need more things, more systemic community-based supports so those are hard
to do.
When participants were asked about systemic supports that facilitate the hospital-toschool transition process, respondents also highlighted the connection between community
socioeconomic status and the increased access and quality of mental health services. Some
participants made note of the impact of a family’s socioeconomic status on their access to
services noting that “families with money can afford more supports outside of school” and
“financial resources” provide additional access to quality services. Similarly, one participant
noted the correlation that increased supports are associated with higher socioeconomic
communities in urban and suburban areas. An additional participant shared that “affluent areas
typically provide additional support, inside and outside of school.”
Another survey respondent reflected on the inequitable care provided by hospitals noting
that there are increased levels of collaboration based on the community’s socioeconomic status.
The participant shared:
Hospitals do not tend to spend a lot of energy on discharge planning and ensuring that
services are in place prior to discharging the child leaving a family in crisis to fend for
themselves with a sick child in the home. Hospitals in more affluent areas seem to
provide more collaborative care.
Summary
This study sought to better understand the hospital-to-school transition experience with a
particular emphasis on the lived-experiences of school-based providers through the integration of
both quantitative and qualitative data. By using a two-phase sequential mixed-methods design,
the study provides a deeper— and more comprehensive—understanding of the core research
questions which focused on the general transition experiences, communication and collaboration
within and across systems, and perceived facilitators and barriers across ecological systems (See
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Figure 6). A discussion of how these findings relate to the study’s research questions and
previous literature will be reviewed in the following chapter along with implications for practice
and future research.
Figure 6. Overview of Facilitator and Barrier Codes Across Ecological Systems

CHAPTER FIVE
DISCUSSION
This chapter provides a discussion of the current study’s core findings. The findings aim
to provide insight regarding the interdisciplinary collaborative nature of the hospital-to-school
transition while also identifying practices that are perceived as facilitators and barriers to the
process. Specifically, the study sought to understand the following primary questions: (1) What
experience do school personnel have with hospital-to-school transition? (1a) How satisfied are
school personnel with their experiences? (2) What standardized practices and procedures are
employed in the transition process? (3) How do school personnel describe communication and
collaboration across the hospital-to-school transition? (3a) How satisfied are school personnel
with the level of communication and collaboration throughout the hospital-to-school transition?
(3b) What barriers to communication and collaboration exist? (3c) What facilitators of
communication and collaboration exist? and (4) How do factors across different systems
indirectly impact the transition process? The following information will be presented in this
chapter: (1) summary of study findings, (2) implications of the research for practice, (3) study
limitations, and (4) recommendations for future research.
School-Based Providers’ Experiences with the Hospital-to-School Transition
The provision of pediatric mental health services has changed greatly over the last several
decades with more children and adolescents requiring intensive mental health treatment. Despite
this increase, systemic barriers continue to prevent youth from receiving appropriate treatment
106
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following psychiatric hospitalization. One important aspect of this treatment process includes a
child’s return to school, one of the most common environments for a child or adolescent outside
of their home. As such, the first research question in this study sought to gain insight into the
hospital-to-school transition experience from the perspective of the school-based provider. As a
secondary component of this research question, the study also sought to better understand
participants’ level of satisfaction with the transition process as a whole.
The survey data provided detailed information about 29 school providers opinions and
personal experiences with the hospital-to-school transition. In conjunction, the semi-structured
interviews allowed the researcher to gather more comprehensive information from select school
providers. Participants provided insight into their unique experiences including the specific
practices that are employed across various providers along with their level of satisfaction with
their experiences. Based on the qualitative information shared during the interviews, positive
participant experiences often included structured reintegration plans, a re-entry team, and the
formation of positive relationships with local hospital programs. In contrast, the researcher also
gained insight into what constitutes a poor transition experience. Negative transition experiences
were frequently associated with a lack of communication and collaboration with key
stakeholders including but not limited to hospital providers, outpatient therapists, parents, and
the student. Details about the findings regarding communication and collaboration will be
reviewed to a greater extent in the subsections below.
In general, participant’s transition experiences were diverse in terms of educational
setting, number of transitions, level of collaboration, school-based practices, and reports of
perceived barriers and supports. Although the majority of participants noted that they’ve worked
with less than 20 students who have transitioned back to school following psychiatric
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hospitalization, the survey statistics also demonstrate that this experience is also relatively
common for school-based providers with a fourth of respondents reporting transition experience
with more than 21 students. Similarly, the amount of reported mental health concerns further
supports the severity of children’s mental health with more than half of respondents indicating
that student’s diagnoses included but were not limited to depression, anxiety, suicidal ideation,
suicide attempt, bipolar disorder, and ADHD.
Transition Satisfaction
In general, participant overall satisfaction with their experiences with the transition
process varied greatly across respondents (Not Satisfied=35%; Somewhat Satisfied=31%;
Adequately Satisfied=31% and Very Satisfied=3.4%); however, the most disconcerting finding
within the satisfaction data was the limited number of positive experiences. Only one participant
reported feeling very satisfied with their transition experience and, correspondingly, more than a
third of respondents reported feeling not satisfied. These satisfaction levels are consistent with
prior research demonstrating that the majority of schools in the United States lack the proper
resources and personnel to adequately support students who are reintegrating after psychiatric
hospitalization (White et al., 2017). As such, individuals who are involved in the transition
process are often left feeling overburdened and solely responsible for the transition planning and
student outcomes.
Although this study was not able to include hospital staff as participants, prior research
suggests there may be conflicting experiences regarding the level of satisfaction based on
professional setting. In 2005, Simon and Savina assessed the discharge practices that inpatient
mental health therapists used to prepare a child for the transition process. The final survey item
asked participants to rate their level of satisfaction in relation to their facility’s transition services.
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Overall, participants reported a mean score of 7.3 (on a 10-point Likert scale) signifying that the
therapists were generally satisfied with the transition procedures implemented within their
respective psychiatric facilities. In comparison, the mean score for satisfaction among the schoolbased providers in the current study was 1.03 (on a 4-point Likert scale ranging from 0-3).
Although the samples and findings in these two studies cannot be directly compared, it may
suggest that the school providers’ transition experiences differ from that of hospital-based
providers.
There are many possible explanations for varied levels of satisfaction between school
versus hospital providers. Interestingly, in the same previously mentioned study, Simon and
Savina (2005) also reported that the five least common practices reported by therapists were all
associated with activities that occurred after the discharge, with only 18% of participants
reporting a face-to-face meeting with school personnel after discharge and only 16% meeting
face-to-face with the child’s parents post-discharge. These data suggest that many hospitals are
not providing support after the child is discharged nor are they assessing treatment outcomes
post-discharge. As a result, minimal post-discharge contact may lead to hospital-based
practitioners feeling a higher level of satisfaction based on the status of the child when they last
saw them. The lack of follow through after a child is discharged from a mental health
hospitalization also makes it difficult to fully understand the complexity of this phenomena.
Moreover, these data also suggest that once children are discharged, the hospital supports are
removed, and the child’s family and school providers are left to provide sole support. The lack of
treatment continuity and support on behalf of the hospital may result in school providers feeling
that they are left to pick up the pieces as the child embarks on the transition back to school. As
stated by one interviewee, “My biggest issue is that A. they don't tell me that they're getting
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discharged and we don't come up with a plan. And, B. what are the [hospital’s] follow-up care
recommendations and were they secured?”
Research has demonstrated that pediatric hospitalizations for mental health treatment are
on the rise (Bardach et al., 2014) and have increased even more as a result of the COVID-19
global pandemic (Leeb et al., 2020). With these increases, it is more crucial than ever that we
continue to improve this process. Based on these findings, it could be argued that one of the most
significant implications for school-based providers’ clinical practice regarding these transitions is
related to the initiation of contact and increased communication and collaboration with the
hospital staff once a child is admitted. Additionally, it appears that, whenever possible, the
formation of a working relationship with local hospitals also acts a facilitator and may increase
school providers’ level of satisfaction with this process.
Standardized Transition Practices and Procedures
For many children, a hospital-to-school transition will occur across several different
systems, environments, and individuals, creating a process that is inherently complex and multifaceted. Hill (1999) explains, “The key to a successful entry or reentry into the school setting—
and provision of necessary services— is systematic planning and collaboration among persons
involved in the student’s medical care and education” (p. 29). Prior to initiating this study, it was
unclear what standardized practices or protocols, if any, were currently employed by service
providers across the continuum of care. Therefore, research question two aimed to better
understand what standardized practices and procedures are employed to support to the hospitalto-school transition. Specifically, participants were asked to discuss their school’s transition
practices, which were defined as the planning measures and actions that occur prior to—and
after— a child’s return to school following psychiatric hospitalization.
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Previous research highlighted the need for a standardized protocol, and many authors
outlined reentry guidelines or specific programs that are designed to facilitate a school reentry
(Clemens et al., 2011; Savina et al., 2014; White et al., 2017). Nonetheless, more than half of
respondents in the current study reported that their settings did not have a dedicated team of
individuals to support the transition process. Similarly, more than 60% of participants reported
that their settings did not have a standardized protocol in place to support children who are
returning from a mental health hospitalization. These findings reveal a fairly simple and concrete
recommendation or first step for schools to take to improve their transition outcomes – the
development of a transition team and adoption of a standardized protocol. Further, despite the
previously mentioned difficulties with hospital-based communication and collaboration, these
findings suggest that many schools are under-prepared and ill-equipped to support the transition
with or without collaboration from the hospital staff.
On a more optimistic note, for those participants who reported having a standardized
protocol within their setting, the majority (>70%) felt that the plan was individualized, inclusive
to parents, and clearly designated the roles, responsibilities, and steps to be implemented
throughout the transition. It is also important to highlight, however, that more than a third of
respondents reported that the standardized protocol was not consistently implemented,
suggesting that despite the presence of such policies, there continues to be organizational barriers
that prevent uniformity and consistency in this process. During the semi-structured interview,
one participant reflected on the program that they created to support children who are returning
to school following a hospitalization. The participant shared:
So our program, it had been a need. My building has always had a pretty high level of
hospitalization. Which is good and bad. The good news is we have like very strong
relationships with like our IOP and peds programs in the area. We were seeing an
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increasing number of students who are needing additional support in the building…
Overall, I think we’ve implemented the same practices over time… and it definitely helps
when it’s consistent. We’ve always had a reentry meeting with the student, the parent, the
representative from the hospital program, their psych or social worker... sometimes both..
and then if they already have an existing support plan. We've always had that as our
practice whether it's re-entry psychiatric program or an extended medical stay… we go
over what have you been working? How's it going? What are the skills that you're
working? How are you gonna use those in these different things? Have you come up with
your cover story because people are going to ask? If that's something you wanna do and
we usually like practice that. What are you comfortable with your teachers knowing?
The standardization of practices that occur across different ecological systems was also a
significant interest in this study. Therefore, participants were also asked about their experiences
with coordinating the transition across systems. About 59% of participants reported that unclear
roles or responsibilities created a moderate to extreme barrier to a successful transition.
Similarly, the majority of participants (62%) felt that deficient coordination regarding client
documentation and the signing of releases for confidential health information created
a moderate to extreme barrier. These findings suggest the need for additional guidance and
clarification regarding individual roles and the associated responsibilities that are necessary for
the transition. Moreover, all coordination responsibilities should be outlined based on their
system. For instance, the roles and responsibilities required within one system (e.g., the school
team) will be outlined first followed by the tasks that require coordination across systems (e.g.,
between the hospital and school). It is recommended that schools first complete their own
structured reintegration plan outlining individual roles and responsibilities for hospital-to-school
transitions. Then, on an individual or case-by-case basis, the team can work with the hospital
program to coordinate transition planning across systems.
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Recommendations for Individualized School Reintegration Practices
Youth with mental health challenges have increased rates of academic difficulties and
challenges with school engagement often resulting from their overarching psychological
symptoms (Cueller, 2015; McLeod et al., 2012). Because of this, many children and adolescents
may attempt to avoid school altogether further highlighting the importance of post-discharge
practices and the school reintegration process (Knollmann et al., 2010). School is one of the
major post-discharge environments; therefore, it is to be expected that the child’s transition will
also require the navigation of academic, behavioral, and social-emotional demands. Findings
from the current study confirm previous research emphasizing the benefits of an individualized
and structured reintegration plan. Across both sets of data, participants described common
practices (both standardized and unstandardized) that are employed to support a student’s
transition. Along with the general descriptions of participants’ current practices, many
respondents also shared universal recommendations and considerations to improve the process.
For example, several participants referenced the importance of addressing missed assignments
and tests along with the possibility of adjusting the student’s course load. Moreover, participants
spoke to the universal implementation of daily or weekly check-ins with a mental health provider
and, when needed, the provision of more intensive social and emotional school-based supports.
Similar recommendations are made throughout the literature related to the hospital-to-school
transition. Savina et al. (2014) suggest that the child’s needs should be assessed and incorporated
into the reentry plan with a focus on academic, socioemotional, and physical necessities along
with the implementation of interventions to support the child’s adjustment to school (e.g.,
academic assistance, counseling services, and/or behavioral assistance; Savina et al., 2014).
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Additional recommendations that surfaced from participants in the current study were
related to the consideration of alternative student scheduling, a gradual return to school, or, if
needed, discussion of an alternative placement. This is consistent with previous literature as
researchers have suggested an overall deceleration of the reintegration process with options for
partial attendance and half-days (Clemens et al., 2011). According to White et al. (2006), an
intensive school-based transition program is recommended for the first 6-10 weeks after the child
is discharged which provides a warm handoff as the child returns to school. Several participants
from the current study also emphasized that reintegration plans and procedures need to be
implemented with flexibility and creativity, as administrative policies that are rigid or punitive
often result in poorer outcomes for students.
As a result of the many practical strategies and recommendations provided by the
participants regarding reintegration planning and the provision of school-based supports, these
clinical implications have been outlined further in Table 8. These key considerations can be used
to help guide the creation of an individualized and comprehensive reintegration plan or altered
and implemented in a more standardized manner.
Table 8. Table of Key Transition Implications
Key Implications and Considerations
for Improving the Hospital-to-School Transition
Pre-Discharge Considerations:
o
o
o

o

Initiate communication among the hospital team, family and caregivers, school team, and other service
providers prior to— or as soon as— the child is admitted to the hospitalization program
Designate a re-entry coordinator and communication liaison to receive and convey information on behalf of
the school team. If possible, a point of contact should be identified for the hospital team as well.
Encourage early completion of all required consents for release of protected health information
Initiate communication among the hospital team, family and caregivers, school team, and other service
providers prior to— or as soon as— the child is admitted to the hospitalization program
è Consider the use of electronic consents or other methods to allow for ease of access and prevent
difficulties associated with a lack of printer, computer, or fax machine.
è Should difficulties arise, either school or hospital personnel should have a plan for providing
parents with psychoeducation around the importance of providing comprehensive care in order to
support their child and family during this difficult transition
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o

Discuss the student’s plan for homework with the hospital educational liaison.
Questions to consider:
è Is the school going to send homework? Are teachers supportive of this?
è If not, what type of educational programming is used in the hospital?
è Depending on severity, should we consider removing all academic demands?

Considerations to address with the student (prior to discharge or before returning to school):
o
o
o
o
o

How are you feeling about the return to school?
Is there anything you’re worried about?
Is there anything you’re looking forward to?
What skills did you learn while at [_____]?
How would those skills be helpful at school?
What information are you comfortable with your teachers knowing?
o
è Provide examples, if needed
What information are you comfortable sharing with your classmates or friends?
o
è Do you want to practice how you will respond when people ask where you have been?
o How are you feeling about classwork, homework and tests?
o Are there any classes you’re particularly worried about?
Based on responses to the above questions, the school team should consider:
A reduced or decelerated return to school (potentially start with 1-2 hours and work up from them to half
o
days and full days)
o A reduced workload or modified assignments
o Dropping classes associated with high levels of stress
o Classes that can be taken remotely or individually at the student’s own pace
o Implementation of additional supports; added resource room, study halls, or breaks throughout their day
o Options for taking certain classes pass/fail
Considerations to address with hospital staff prior to the child’s discharge:
o How has the child transitioned into the program?
What forms of treatment are you utilizing?
è Individual therapy? Group therapy?
o
è Treatment approach? (CBT; DBT; family systems; behavioral?)
è Is there any family therapy involved?
o How is his/her participation?
o How is his/her behavior?
o Are there any new diagnoses or medications?
o How have the parents responded to the hospitalization?
Has the child expressed any concerns related to school?
o
è Any reports of academic stress?
è Any reports of bullying or peer related stressors?
o Do you use any specific language that would be helpful for us to know and use once they return to school?
Would the child benefit from any additional services or supports that were not utilized prior to the
o
hospitalization?
Would you recommend any additional school-based evaluations? Mention if the child does or does not have
o
a 504 plan or IEP
o Should we consider more restrictive placements or alternative educational settings?
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Post-Discharge Considerations:

o

o
o
o

o

Utilize a written, structured school-based re-entry plan in order to fully support the child’s re-entry into the
school environment
è This should be a document that outlines the considerations specific to your educational
environment
è This document should be reviewed and agreed upon by administrators and all who will be involved
in any hospital-to-school transitions
è The document should include any associated consents or forms that will be required for the
transition
è Copies should also be provided to parents- either universally at the beginning of the year or on an
as needed basis for settings with lower hospitalization rates
Coordinate a reentry meeting with parents, school staff who will be involved in the transition, classroom
teachers, hospital staff (therapist, social worker, or educational liaison) outpatient service providers
(psychiatrist, psychologists, social workers)
Request all discharge paperwork and treatment summaries, if any evaluations were completed request
written reports with parent consent
When appropriate, develop a crisis plan or behavior intervention plan with the child and family in
agreement
Establish a school-based support individual for the child to have daily check-ins for a specific duration of
time after returning. This individual could be a social worker, school psychologist, school counselor, or a
teacher/coach/mentor who the child has a positive relationship with.
è If appropriate, consider the implementation of a positive peer support system as well

Establish means of communicating regular feedback to the child’s family; determine who will complete this,
the preferred method of communication, and expectations associated with the rate (including days/times) the
communication will occur
è Check in about any new concerns regarding their child’s presentation and the transition to school
è Ask if there are any new concerns or difficulties that have come up since the discharge meeting
è Ask about how they are managing the transition
o
è Provide referrals or other recommendations to support their mental health
è Discuss their ability to access and retain after-care treatment
è Provide additional resources or referrals as needed
è If parents started new services, make sure consents are signed to collaborate with the new provider
è Be mindful of linguistic, cultural, or socioeconomic barriers that may be impacting the family or
the child and provide supports if possible
o Follow up with outside therapists on a regularly basis post-discharge

School Providers’ Experience with Communication and Collaboration During the
Hospital-to-School Transition
Research has highlighted the importance of a collaborative, working relationship between
a child’s school and their outside providers to support treatment gains, decrease risks of
regression, and reduce the likelihood for readmission (Simon & Savina, 2005). As such, the third
overarching research question in this study sought to better understand school staffs’ experiences
with interdisciplinary communication and collaboration. Communication was defined for

118
participants as the sharing of information through the initiation or receipt of contact in the form
of in-person discussion, phone calls, telehealth or zoom calls, or emails. Whereas collaboration
was defined as two or more people working together to complete a shared task or reach a
common goal. Notably, all respondents indicated that interprofessional collaboration is important
to the effectiveness of their work with 69% reporting it as extremely important and 31%
reporting as very important. In terms of day-to-day practice, 86.2% of participants indicated that
they often or almost always communicate and/or collaborate with other professionals. Despite
the majority of respondents noting the importance of communication and collaboration to their
work, the prevalence and satisfaction with inter-professional communication and collaboration
varied greatly.
Communication and Collaboration Satisfaction
Findings from the current study demonstrate the complexities of cross-agency
communication and collaboration and suggest that the quality of these interdisciplinary
relationships continues to be poor in many communities. For instance, when participants were
asked about communication specifically, defined as the sharing of information through the
initiation or receipt of contact in the form of in-person discussion, phone calls, telehealth or
zoom calls, or emails, more than half (58.6%) of participants reported dissatisfaction with the
level of communication across service providers during the hospital-to-school
transition. Dissatisfaction increased when participants were asked about their experiences with
collaboration, defined as two or more people working together to complete a shared task or reach
a common goal; more than 65% of survey respondents reported dissatisfaction with the amount
of collaboration between all of the service providers during the hospital-to-school transition.
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Across both the qualitative and quantitative data, the amount of communication and
collaboration was identified as both a barrier and a facilitator. Respondents often commented on
and provided examples demonstrating the negative impacts associated with a lack of
communication and collaboration across all systems, while also noting examples of constructive
communication and the positive outcomes associated with a strong collaborative relationship.
This dichotomy was highlighted by one participant who shared:
I've had good and it's when they talk to me... they just give me some time and they hear
me... when we talk about and work it through. I think so much of our position is working
it through with other professionals. Sometimes we feel like we're flying solo especially in
high crisis situations… What hasn't gone well is: just the complete lack of
communication. That it's. Just nothing. Not reaching out. Or, I try and no one will call me
back and that's very frustrating.
Research suggests that individual barriers to effective communication and collaboration
often arise due to differences in communication style, schedules, timing, and job requirements
(Savina et al., 2014). However, organizational or systemic barriers may also impede the
efficiency of inter-agency collaboration. Systemic barriers may include a lack of shared goals,
indistinct responsibilities or roles, lack of commitment, poor communication, weak leadership,
differences in perspectives, and dissimilar treatment approaches or explanatory models of
children’s difficulties and needs (Johnson et al., 2003; Widmark et al., 2011). These individual
and systemic barriers are important considerations for future research and clinical practice as the
child’s transition success may be dependent on the strength of the communication and
collaborative relationship of key stakeholders across the transition process.
Within System Communication and Collaboration Amongst School Staff
When children transition from one facility or institution to another, quality
communication among those responsible for their care and well-being is critical (Hill, 1999; Leaf
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et al., 1996; Miller & Swartz, 1990; Sargent, 1995). Findings from this study reveal that
communication and collaboration practices that occur within the educational setting are more
consistent and highly rated in terms of satisfaction. Nevertheless, the results demonstrate some
variability and suggest that there is still room for improvement.
Within the educational setting, the majority of respondents (76%) felt that the student’s
school-based support team collaborated well with others throughout the hospital-to-school
transition. When asked about experiences with teachers specifically, 65% of respondents
reported that the child’s teachers openly communicated with them (or their school team)
throughout the hospital-to-school transition and 76% of participants indicated that the child’s
teachers collaborated with others throughout the hospital-to-school transition. Despite the high
rates of positive communication and collaboration, it appears that many individuals feel that a
lack of administrative support is a barrier to improvement. This theme included participant
reports of poor leadership and a lack of investment from school administrators which prevented
participants from effectively communicating and collaborating throughout the transition. Poor
leadership was often coupled with resource barriers including a lack of time, staff, and
administrative support within their settings. When interview participants reflected on this,
comments were made regarding school culture not prioritizing students’ mental health. Similarly,
another participant expressed frustration around a lack of administrative support while creating a
return-to-school protocol. In contrast, a key facilitative theme was related to the importance of
prioritizing communication and collaboration with colleagues. Participants made reference to the
benefits of a supportive environment including administrators providing protected time for
collaboration, along with colleagues’ willingness to make time to plan and consult with one
another. These findings suggest that school-based providers feel that they can engage in more
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effective transition planning and collaboration when their school’s culture prioritizes and
provides concrete resources to support the transition process.
An additional area of difficulty that was emphasized by school providers across the
survey and interview data was related to poor coordination of school services. When asked, 48%
of survey respondents reported that the insufficient coordination of school-based services was a
moderate to extreme barrier to a successful transition. Participants also reported that noncollaborative school teams, insufficient processing, and a lack of coordination made it difficult to
implement school-based supports during the transition. Similarly, the implementation of a
designated transition team with outlined roles and responsibilities was identified across
participants as a facilitator. Respondents shared that having designated teams and outlined roles
and responsibilities allowed for improved communication and collaboration before, during, and
after the transition. For example, one interview respondent reflected on their transition team
noting, “Overall it works really nicely. It makes a big difference to have dedicated staff for
consulting with the outside team and to just share the load a little bit.”
Research has shown that school services are the most common point of entry for children
seeking help (Merikangas et al., 2009), and it is evident that schools play a critical role in the
identification, referral, and prolonged treatment of children receiving psychiatric care. However,
for youth to receive comprehensive care, it is necessary for school staff to receive resources,
support, and guidance from other educators, colleagues, and their administrators. Supporting
youth throughout the school reintegration process requires communication and collaboration
from all individuals within that child’s educational environment. Findings from the current study
align with prior research in suggesting that comprehensive, interdisciplinary planning and
collaboration leads to the provision of more consistent services. Prior research suggests that the
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implementation of these strategies positively impacts a youth’s post-discharge outcomes while
also minimizing the risks of readmittance (Savina et al., 2014).
Interdisciplinary Communication and Collaboration between the Hospital and School
As outlined throughout this study, the hospital-to-school transition requires substantial
coordination and planning across individuals and systems of care, which may include
psychiatrists, case managers, school counselors, social workers, school psychologists, and
teachers. Thus, according to one previous study, the two most mentioned factors accompanying a
successful transition are communication and coordination around reentry planning (Clemens et
al., 2011). Despite this evidence, it appears that many school staff report one of the most
significant barriers in this process to be a lack of communication and collaboration with hospital
providers.
For instance, when participants were asked to report their experiences with hospital
communication, only 27.5% of participants reported that the child’s hospital-based team openly
communicated with them (or their school team) throughout the hospital-to-school transition, and
65.5% felt that open communication did not occur. Moreover, only 20.6% of respondents
indicated that the child’s hospital-based team collaborated with others throughout the hospital-toschool transition with 69% reporting a lack of collaboration on the hospital’s end.
Correspondingly, results also revealed that less than half of respondents (44.8%)
regularly consulted with hospital staff prior to a child’s discharge. It was even less common for
consultation with the hospital to occur after the child returned to school, with only one third of
participants endorsing post-discharge consultation with the hospital staff. Although striking,
these findings are consistent with prior research which suggests that school reintegration plans,
educational consultation, and post-discharge supports are not universal practices nor topics
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addressed in many hospital’s discharge plans (Blanz & Schmidt, 2000; Goldston et al., 2003;
Petersen et al., 2006).
Taken together, these findings are consistent with the previous literature which examined
the role of inpatient therapists in discharge planning and associated procedures (Simon & Savina,
2005). When asked about the degree to which therapists monitor a child’s progress postdischarge, 39% of therapists reported contacting the parent and only 10% reported contacting
school personnel after discharge. Even more striking, 23% of therapists indicated that it was not
their responsibility to follow up after the child is discharged. Although, all therapists report
engaging in some type of pre-discharge transition planning, the lack of follow up support appears
to be most problematic as the authors highlight that a child’s maintenance of treatment gains is
critical to a successful transition and lower rates of readmittance and regression (Simon & Savina,
2005).
The importance of cross-system communication and collaboration was by far the most
identified topic in the survey responses and the semi-structured interviews with participants. On
the survey, to better understand the impact of current practices, participants were asked to rate
the impact of cross-system communication and collaboration as a barrier to the transition process.
More than half of respondents reported that insufficient communication and collaboration
between the hospitalization program and the school acted as an extreme barrier, with an
additional 31% reporting it as a moderate barrier. Participant experiences often reflected a need
for increased communication and collaboration within and across providers. On many occasions,
respondents highlighted specific experiences that were wrought with a lack of coordination,
communication, and collaboration.
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All of these findings were mirrored throughout the qualitative data; one participant shared
“They’re just not reaching out. I feel like I’ve had so little contact with them, that it's hard for me
to even say what they could do that’s unhelpful because I just haven't had it.” In another
interview, the participant highlighted the disconnect across care systems and their goals stating
“honestly, it’s not always clear to me that there's a social worker guiding the discharge plan. To
me, the hospital is like ‘we stabilized the behavior or the affect, we gave new meds and made a
new diagnosis and we're done’. It’s that bridge that’s missing.”
Barriers to communication and collaboration with hospitals were also referenced and
discussed at length across the data. Based on common themes that were identified across
participant groups, some of the reasons that poor communication might be occurring were issues
of insufficient staffing ratios, unclear responsibilities, overburdened programs, and burnout.
Nevertheless, many interview participants also reflected on constructive and collaborative
experiences with hospital programs that facilitate the transition process. One general theme
related to these positive experiences was focused on establishing strong relationships with the
programs and providers in the community. One participant expressed:
So, I happen to interact with the same staff usually. So [I have] a very small sample of
staff that I have experience with. I've been very impressed with their skillsets. I know
with hospital programs you can get a variety of skillsets for a variety of systemic reasons
but the places that I interact with— its usually the same staff—so there's not a high
turnover rate. To me, they have very good clinical skills from hearing them summarize
why the student was there and what skills they worked on and what they learned. I was
always very impressed with the way they talk about the clinical terms and how they make
it accessible for parents to understand. They ask good questions about how we can
accommodate a student based on what they know about the student, what they’ve learned,
what's helpful, and how we can make that happen for the student in school. Really,
they’re just very knowledgeable, clinical, good staff. I don't know about other places, but
we got lucky here.
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Despite the presence of some positive experiences, overall, it appears that hospital staff
do not consistently remain engaged in this process once the child is out of the hospital’s care.
There are a litany of systemic and organizational factors that likely impact this detachment postdischarge. Common systemic barriers that were referenced throughout this study include a lack
of insurance reimbursement for indirect services such as consultation, long hospital waiting lists,
high staff turnover, and changes in mental health care with a focus on short-term crises
stabilization and less on long-term treatment —all of which leave minimal time for clinician
follow-up and post-discharge practice. The impact of these systemic barriers will be furthered
discussed in the final subsection.
Multi-System Communication and Collaboration: Experiences with the Family
Prior research has demonstrated that pediatric mental health hospitalizations create a
disruption to the family structure and can result in significant amounts of familial stress (Causey
et al., 1998). Still, family engagement and involvement are crucial to a child’s successful return
to school and pursuance of after-care services. Parent participation is often required in obtaining,
coordinating, and facilitating documentation, school communications, and post-discharge
services or supports (Haine-Schlegal & Walsh, 2015). Further, familial context and background
play a significant role in a child’s development and behavior; as such, a family focused approach
is frequently promoted regardless of the treatment modality or setting (Kadzin & Weisz, 1998).
As such, in order to better understand families’ communication and collaboration in the
transition process, participants were asked about their own experiences with parents and
caregivers along with their observations of the family’s engagement with other systems. Overall,
when survey respondents were asked about experiences with the child’s family and/or caregivers,
about 55% reported that the child’s parents or caregivers openly communicated with them (or
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their team) and 69% indicated that parents or caregivers collaborated with others throughout the
transition. Nevertheless, about 38% of respondents also reported that insufficient communication
and collaboration between the family and school staff acted as a moderate barrier (none
indicated extreme) to a successful transition suggesting that school personnel still encounter
some difficulties with the home-school collaborative relationship.
Findings from the current study are consistent with previous research which demonstrates
that, in general, school staff report better communication and collaboration with parents as
opposed to other professionals during the transition process. Similar results were noted in Simon
and Savina’s (2010) study in which 76% of educators reported contact with the child’s parents
before discharge and only 45% reported contact with hospital personnel prior to discharge.
Similarly, after the child had transitioned back into the school setting, 91% of educators reported
contact with the child’s parents and only 37% reported contact with hospital personnel. As a
result of this breakdown in communication and collaboration, it is likely that parents are placed
with the responsibility of not only understanding potentially complex medical information but
also advocating for their child’s needs during a significant time of stress and adjustment (Sargent
1995; Simon & Savina, 2005; 2010).
In addition to questions about communication and collaboration, participants
were also asked to rate the impact of a number of potential barriers on the transition process. Just
over 50% of participants reported that insufficient communication between parents and their child
acted as a moderate to extreme barrier to a successful transition. This finding reveals an area of
clinical implication for school, hospital, and outpatient providers to increase effective
communication between a parent and their child regarding the hospitalization and transition
process. When school providers were asked about a caregivers’ willingness to share confidential
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treatment information required for the transition, about 60% reported that this was not a barrier
or only a minimal barrier. When participants were asked to rate the impact of the caregivers’
knowledge regarding their child’s treatment, about 70% indicated that the lack of parental
knowledge created a moderate to extreme barrier. These differences suggest that most
respondents feel that parents will provide information to support the transition but demonstrate
difficulties understanding the mental health needs of their child.
When participants in the current study were asked to provide examples of barriers to the
transition process, common difficulties were associated with poor familial communication,
parent denial or a lack of acceptance, and familial stigma. For many parents, the decision
regarding hospital admittance is often prompted by stressful events and significant difficulties
managing their child’s behavior (Golubchik et al., 2013). Prior research has shown that once a
child is admitted, parental coping demands intensify, and parents often report feelings of guilt,
shame, sorrow, confusion, distress, anxiety, hopelessness, loneliness, and disappointment
(Puotiniemi, 1999). Moreover, the literature outlining parents and caregivers’ experiences during
their child’s psychiatric hospitalization suggests that many parents want more support from the
health care personnel and school staff during this process (Blizzard et al., 2016; Puotiniemi et al.,
2002). Similar concerns were also noted throughout this study as participants spoke to the
importance of taking time to provide psychoeducation to parents and family members, while also
working to form a collaborative relationship with the family to better support the child. With that
being said, it will be important for school personnel to consider the impact of the hospitalization
on the family’s well-being. Moreover, recommendations for practice indicate a significant need
for additional forms of parental support (Puotiniemi et al., 2002). In recognizing this need for
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support, schools may also consider including opportunities to discuss and process parent’s
feelings and allow for additional communication and support around their child’s needs.
The findings from the current study are consistent with prior research demonstrating that
many parents and caregivers need additional support once their child has returned to a school
setting. For example, the literature demonstrates that when parents were asked, they commonly
expressed a need for an advocate in the school to help them navigate the educational system,
while also helping them to access services or modify existing ones, improve communication with
the school, and address academic workload and disciplinary concerns (Blizzard et al., 2016).
Similarly, it was noted by both survey and interview participants, that parents who were familiar
with their child’s educational needs and/or had previously experienced a hospitalization were
better at engaging and advocating for their child (Blizzard et al., 2016). Parents and caregivers
should not have to encounter these systems multiple times in order to gain the confidence and
knowledge to support their children. Therefore, schools should strive to provide parents with
access to information about their rights along with connections to community-based resources
and supports prior to a child’s discharge. In addition, schools (or community partners) should
provide regularly scheduled workshops and trainings related to special education law; this would
allow parents to proactively ask questions before encountering the pressures of a special
education meeting.
Lastly, many participants also referenced indirect barriers that families may experience as
a result of their socioeconomic status, community environment, or other psychosocial stressors.
Understanding the barriers a family is encountering – along with the origins of those barriers –
will be useful for both school and hospital providers as they encounter difficulties with familial
engagement. Prior research has demonstrated that familial engagement is often correlated with
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logistical barriers or perceptual barriers (Gopalan et al, 2010; McKay & Bannon, 2004).
Logistical barriers are described as concrete (e.g., insufficient time, lack of transportation),
contextual (e.g., community violence, lack of safety), and agency obstacles (e.g., waiting lists,
difficulty contacting providers). Perceptual barriers are described as perceived need of treatment,
beliefs about mental health treatment (including negative beliefs and stigma), and expectations
about treatment (Gopalan et al, 2010; McKay & Bannon, 2004). Based on the nature of the
barrier, it is recommended that hospital programs and schools work together to help mitigate the
potential impact of both logistical barriers and perceptual barriers. By discussing these barriers
ahead of time, practitioners can problem solve with the families to—for example—provide
medical transportation, access to bus or subway passes, or information about their rights and use
of the Family-Medical Leave Act (FMLA). If the family is struggling to make meeting times,
alternative scheduling or remote options should be discussed. To address perceptual barriers, it is
recommended that both hospital and school professionals offer regular parent trainings and
support groups followed by access to one-on-one consultation or feedback with individualized
psychoeducational information regarding their child’s diagnoses or disability classification.
During this time, it is recommended that providers also provide support related to effective selfcare and ways to cope with their child’s difficulties.
Systemic and Organizational Factors
Systemic or organizational barriers are often defined as the policies, procedures, or
practices that unjustly discriminate and prevent individuals from engaging in a situation,
accessing a place, or utilizing resources (Yakobi, 2003). In order to better understand the impact
of systemic or organizational practices, participants were asked to report on their perception of
policies and practices both within and across systems that influence the hospital-to-school

130
transition. In the current study, systemic and organizational barriers were often referenced to
describe large or wide-spread societal beliefs, human experiences, governmental policies, or
organizational practices. These domains cut across different ecological systems and indirectly
affect the child who is returning to school. Domains that arose across the survey and the
interview content included: (1) mental health knowledge and educational training, (2) availability
of mental health services, (3) insurance limitations, and (4) socioeconomic status and poverty.
Although many of these variables are not directly malleable by school staff, the daily impact on
children and families remains. Therefore, these topics are an important focus for professional
advocacy and clinical practice implications that center on preventative mental
health practices and policies.
Mental Health Knowledge and Educational Training
As previously reviewed, there is a significant research-to-practice gap when it comes to
addressing and supporting children’s mental health in schools (Reinke et al., 2011). When asked
about their own knowledge and expertise, the majority of respondents (76%) reported that they
felt adequately trained and competent to work with students transitioning from a hospitalization
back to school by indicating some or a strong agreement. Nevertheless, it is also important to
note that 13.8% reported neither agreeing nor disagreeing and 10.3% indicated that they
somewhat disagreed with the statement. Similarly, when participants were asked to rate the level
of impact the school staff’s knowledge of mental health disorders may —or may not— have on a
successful transition, about 41% reported that they felt this was a moderate to extreme barrier.
Outdated and unsupportive school-based procedures were also referenced by participants
in both the interviews and the survey. Many participants reported barriers associated with limited
educational resources, competing demands for their time, inflexible school policies, or poor
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leadership. One participant expressed her frustration related to time constraints in her setting.
She shared:
With schools in general is just time. Finding the time to do what you need to do and
doing it well just because there's so many demands on your time. I would love to be able
to spend more time figuring out what it is that I can do to make the students transition the
absolute best. But, unfortunately, making sure I have the resources to do that can be
challenging.
Although many of the participants reported that they were aware they could be doing
more to support children’s mental health and the hospital-to-school transition, most participants
identified systemic or organizational barriers which prevented them from doing so. As a result,
one participant shared the evolution of their targeted approach to support children during a
hospital-to-school transition. Specifically, she reported that there was friction associated with
different departments and special education demands. As such she recommended:
I think just doing accurate needs assessments of your building and where things are
falling through the cracks. Are students transitioning successfully? And if they're not,
figuring out a way to make sure that they are. I feel like our program that we have is
really great and I'm really grateful that we have it. Obviously, that was a direct result of
engaging in that needs assessment process.
The first practical implication for this section focuses on increased mental health training
for school and community providers (e.g., teachers, principals, coaches). It is recommended that
anyone who works with children be provided with opportunities to access professional
development trainings to allow for increased understanding of mental health diagnoses and their
varied presentations along with practical to encourage resiliency and mental fortitude in children.
If possible, these trainings may be completed in tandem with local community agencies or
hospitals to allow for interdisciplinary dialogue and the opportunity to form relationships with
other mental health providers in the area. Topic ideas may include things such as: common
children’s mental health diagnoses and associated behavioral presentations, mental health myths,
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targeted classroom behavior management strategies, the implementation of positive
reinforcement in the classroom, or methods for improving self-regulation and coping.
Although it may be more challenging to alter federal or state-level education policies, it is
recommended for school-based providers to engage with their local school or district to change
policies that are negatively impacting students and their families. To successfully generate
change within a school, it is crucial for those involved to have a deep understanding of the
fundamental injustices within our society. Professional organizations (e.g., National Association
of School Psychologists or the American Psychological Association) and advocacy groups (e.g.
National Alliance on Mental Illness) often provide templates and research outlining best
practices, recommended staff to student ratios, and access to free resources and tools associated
with mental health awareness. Many barriers to systems-change occur because those involved
are not adequately informed or there are competing demands that need to be met. Because many
school leaders and administrators do not have a background in children’s mental health, it is
essential that school advocates complete accurate needs assessments and utilize evidence-based
data to support this process.
Availability of Mental Health Supports
The availability and accessibility of mental health services continues to be a significant
barrier to treatment with more than half of all children, including those covered by Medicaid or
private insurance, unable to receive recommended mental health services (Clendening et al,
2017). In the current study, participants commonly shared that children and families encountered
difficulties in accessing appropriate mental health care prior to, during, and after the
hospitalization. Participants made note of difficulties with getting families connected with an
inpatient or partial hospitalization program and also referenced challenges associated with after-
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care treatment. One participant highlighted difficulties with the shortage of pediatric psychiatrists.
She shared:
I have so many people who don't have access to a psychiatrist. Good psychiatrists
typically don't take insurance so therefore we're left to a handful of Medicaid accepting
psychiatrists. The wait lists are long. They're often not the best or their bedside manners
off and families are turned away. And these are kind of down and out families who really
need good bedside manner. So then they don't have access to consistent psychiatric care.
Then therefore we're relying on hospitals because it's always a crisis situation. So it’s
really not a good model.
Similarly, another participant shared the importance of increasing access to mental health
services for the whole family noting that it’s often difficult to provide services to a child without
addressing the same difficulties in the family. She shared:
But you obviously have to have access to it right? So that's another barrier, is the families
that don’t have access to it at all. But the ones who do, and are able to engage in
additional supports for the whole family, we see really good outcomes in those situations.
According to one recent publication, the Substance Abuse and Mental Health Services
Administration (SAMHSA) has designated 4,000 regions, serving 91 million Americans, as
having a professional shortages where mental health clinicians are inaccessible (Clendening et al,
2017). These insurmountable shortages are further illustrated by the data indicating that
approximately 55% of all U.S. counties have no practicing psychiatrists, psychologists, or social
workers. Findings from the current study highlight these shortages and suggest the real-world
implications of these gaps in resources on children and their well-being. Thus it is more
imperative than ever that we utilize all avenues to connect children and families to appropriate
treatment.
To increase children’s access to mental health services it will be important to have (1)
continued advocacy for school and community based mental health treatment and (2)
implementation of school-based preventative measures to decrease the probability of
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hospitalization from the start. With regard to advocacy, mental health service providers should
continue to work with local, state and federal organizations to improve educational and mental
health guidance. Although there has been heightened awareness around the importance of mental
health policies, there is often a gap or delay in the translation of awareness into action and policy
change. The involvement or inclusion of more mental health providers in local action groups
may allow for a timelier integration of policies into practice. Second, it is highly recommended
that significant resources and effort be put towards preventative, proactive and universal
approaches to school-based social and emotional programs. A table outlining considerations for
improving school-based services is included below (See Table 9).
Table 9. Implications for Improving Preventative School-Based Supports
Key Implications and Considerations for School-Based Providers
to Proactively Improve Childhood Mental Health
o
o
o

Have we completed a needs assessment for our building?
Are we utilizing universal screeners or other methods to identify students in need of additional supports?
What universal positive behavioral supports do we provide to all students?

o

What mental health supports do we provide for children who are at-risk of having social, emotional, or
behavioral difficulties?
è What interventions do we provide to students at Tier 2? And Tier 3?
è Are those adequate in serving our student population?
è If no, what additional supports and resources are needed to improve these supports?

o

How are we proactively supporting parents and families in understanding childhood social, emotional, and
behavioral well-being?

o

What relationships do we have with community partners?
è Can we increase these? Can we initiate collaborative partnerships with community mental health
agencies and other pediatric providers in order to have first-hand relationships with referral
providers?

o

How can we provide workshops and/or trainings to parents and families to support their learning? Consider
partnering with community agencies or other professional experts to present on specific topics. Ideas could
include:
o Special Education rights
o Positive behavioral supports at home
o Mental health diagnoses
o Early childhood milestones and supporting kindergarten readiness
o Structuring the home environment
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The implementation of school-wide and tiered services that focus on fostering children’s
mental and emotional wellness while also providing targeted intervention supports for specific
presentations will allow children to learn the appropriate skills before difficulties escalate and
require more intensive services such as hospitalization. Further, by utilizing programming that is
already embedded within the child’s daily environment, mental health providers are able to
expand treatment options for all students. This would allow children to obtain services who may
not otherwise receive them due to a lack of diagnosis or other barriers, such as restrictions on
health insurance, lack of coverage, long outpatient waiting lists, or lack of health care providers
within a reasonable proximity (Brueck, 2016).
Insurance Limitations
Access to comprehensive mental health services for children may be limited or restricted
by a family’s insurance coverage. In 2020, approximately 30 million Americans were uninsured;
a critical determinant of one’s ability to access healthcare (Finegold et al., 2021). Moreover,
recent statistics demonstrate that nearly half of American children are covered by Medicaid, the
largest payer of mental services for both children and adults (Clendening et al, 2017). When
participants in the current study were asked about barriers to care, many respondents expressed
frustration with the healthcare and insurance industries. Participants shared that students and
families encounter significant difficulties navigating managed care plans, understanding their
coverage, and accessing providers within their networks. One participant shared her frustrations
with children’s treatment being determined by the insurance coverage as opposed to the severity
of their needs. She stated:
Often the parents would be like “oh, they said they were going to discharge him today.” I
think it's gotta be an insurance thing. Like all of the sudden insurance is like “nope, we're
done.” It doesn't always feel very well thought out.
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Another respondent also shared her frustrations with insurance requirements associated with
accessing higher levels of care and the cyclical nature of insurance policies. She stated:
So in order to access higher levels of care, you have to exhaust lower levels of care. But
if you need a higher level of care, you can’t get a lower level of care because they're
going to reject you. So once you get the higher level care—once you get a hospitalization
or an involuntary commitment— you're like “OK great we got this.”
Although there have been significant improvements in Medicaid coverage for mental
health services, access to care continues to be insufficient. It is recommended that hospital and
outpatient providers continue to advocate alongside local officials and congress to require more
of our public and private insurance providers. Moreover, parents and families need to be
provided more support and psychoeducation from their primary care providers or insurance
representatives with regard to their coverage and how to access providers in an efficient manner.
Regardless of improvements made to insurance coverage, as previously addressed, it is also
critical to address the shortage of pediatric mental health providers.
Socioeconomic Status and Poverty
According to the 2019 U.S. Census data, 34 million individuals in the United States live
in poverty with approximately 14.4% of individuals under the age 18 living in poverty (Semega
et al., 2020). Research has demonstrated that childhood mental health disorders are
disproportionately affecting children in low income, urban communities where child
development is impacted by insufficient housing, poor healthcare, and inadequate mental health
resources. Further, children’s mental health difficulties are often exacerbated by community
violence, intergenerational trauma, and high rates of psychosocial stress (Gopalan et al., 2010).
When participants were asked about systemic influences on the hospital-to-school
transition, socioeconomic or financial barriers were often referenced across participants. On the
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survey, respondents noted that many barriers are associated with a lack of funding for mental
health programming, inadequate community services in low-income areas, and inequities in
community and school services. For instance, one survey respondent reflected on her
observations associated with a shortage of services and the inequitable provision of services
noting that “affluent areas expect more support, which decreases the amount of time mental
health [providers] spend with other students/communities in need.” Similarly, when participants
were asked about systemic supports that facilitate the hospital-to-school transition process,
respondents also highlighted the connection between community socioeconomic status and the
increased access and quality of mental health services. Another survey respondent reflected on
the inequitable care provided by hospitals noting that there are increased levels of collaboration
based on the community’s socioeconomic status. One participant shared her experience and
awareness of the difficulties associated with providing comprehensive mental health treatment in
low-income communities. She stated:
Being in the setting I am in now…There is a high percentage of students who come from
different cultural backgrounds, different language backgrounds, and also low-income
families. I bring that up because meeting their mental health needs can be very
challenging especially in the community setting.
In response, it is crucial that service providers consider a child’s environment while
preparing to support that child and their family through the stressful, and often traumatic
experience, of psychiatric hospitalization. As previously reviewed, early intervention, child find,
universal preschool, school-wide screenings, and other preventative services should be a
significant area of focus to help mitigate the effects of poverty on children’s mental health. It is
also recommended that school personnel spend time establishing relationships with the
communities they serve. In order to effectively advocate for local community supports, educators
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and service providers must be aware of the current community supports and areas of need.
Partnering with local community organizations and elected officials will also allow school
members to work with the community to better serve their students and families.
Taken together, it is apparent that the impact of systemic and organizational barriers is
vast; however, by distributing efforts— to target things like stigma, treatment inaccessibility, and
mental health myths—across all ecological systems, positive outcomes are possible. Schools and
hospitals are unique and complex systems in which children and families are expected to operate,
many with little-to-no training or understanding of each system. Similarly, many school-based
staff are encountering significantly more children with mental health needs. Therefore, it is
critical for all service providers to be well-versed in issues pertinent to the students, families, and
communities they work with. Further, by increasing the support and training provided to parents
and caregivers will allow for a bilateral approach to proactively supporting children’s mental
health. There are many factors that impact a child’s hospital-to-school transition; however,
continued education and training— related to the impacts of socio-economic status, mental
health diagnoses, the use of appropriate interventions, and issues related to access and
availability— are one small way to increase compassion, understanding, support, and positive
change.
Limitations
Although this study adds important information to the research base and many
components can be utilized to improve current practices, limitations inevitably exist. Based on
the phenomenological nature of this study and also due to the small sample size and recruitment
method, these findings cannot be generalized to all school settings nor school personnel in the
United States. It is apparent that many ecological systems, organizational structures, and
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relational dynamics can influence a school provider’s experience with the hospital-to-school
transition. For example, it was clear throughout the interviews that participants’ perspectives and
experiences of the hospital-to-school transition were largely impacted by their school’s transition
practices, level of support, and amount of resources within each setting; a larger, more
representative sample would allow for greater understanding across different educational settings
thereby improving practical implications and recommendations for practice.
The second limitation is associated with the inclusion of only school personnel. Although
the research sought to better understand interdisciplinary communication, collaboration, and
practices that occurred across the transition, the study is limited to one perspective. As a result,
some of the findings regarding hospital, familial, or outpatient practices may be unfairly skewed
in favor of school-based providers. Moreover, it would be important to include additional
stakeholders in future research to highlight examples of organizational processes or systemic
practices that are currently in place to support the transition process as there may be practices
that school providers are unaware of.
Third, due to difficulties with recruitment and access to participants, limitations are
present with the study’s sampling procedures and sample size. For example, the researcher
recruited participants using a combination of purposeful, network, and convenience sampling
techniques (Merriam & Tisdell, 2016; Patton, 2015). Nevertheless, because of these methods, the
researcher struggled to recruit a professionally diverse group of school-based providers outside
of school psychologists. Additional school-based perspectives would increase the strength and
generalizability of this study as other school staff may have different experiences and
perspectives associated with the hospital-to-school transition. Further, the interview participants
were a self-selected group of school-based providers who were interested in participating in
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additional research regarding their experiences with the hospital-to-school transition. As a result
of this sampling strategy, the researcher may have captured individuals who had more extreme
experiences increasing their desire to share their opinions, perspectives, and/or recommendations
for this process.
Fourth, both the survey and semi-structured interview were measures developed by the
researcher. Creation of a unique survey allowed the researcher to gather very specific
information about the hospital-to-school transition; however, this may also serve as a potential
limitation given the lack of reliability and validity data. Reliability was not established as the
measure was not administered outside of the scope of this research to determine its consistency.
To increase face and construct validity, the survey was reviewed by the dissertation committee,
IRB, and a small group of professionals in the field for feedback and revision prior to
dissemination. Nevertheless, other forms of validity (e.g., criterion/predictive validity) were not
assessed. Within the survey content, limitations may be associated with the negative phrasing of
some of the questions (e.g., asking about experiences with barriers to the transition) which may
have biased the respondents view of the transition by focusing more on the negative experiences.
Finally, researcher bias is an additional concern and potential limitation particularly for
the qualitative findings. Although the researcher has had secondary exposure to the hospital-toschool transition through various training sites and work with clients and their families, the
researcher was not embedded in either of the systems (i.e., school nor psychiatric hospital) and
has not been directly involved in a hospital-to-school transition. This may have allowed the
researcher to analyze and interpret the data in a more objective manner as she did not have
experiences with the transition that might affect interpretation. Moreover, the researcher utilized
various methods throughout the data analysis and integration process to increase the validity of
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data. These approaches allowed the researcher to check on the quality of the data, the study’s
overall results, and the researcher’s interpretation and integration of the data. The first was
triangulation, which allowed the researcher to examine data drawn from several different sources
and individuals. Variation in sources and participants included the use of multiple-choice and
open-ended survey responses from 29 school-based clinicians along with the semi-structured
interview responses from five clinicians with varied levels of satisfaction and experience.
Triangulation permitted the researcher to generate evidence for all codes and themes from
multiple sources and experiences therefore increasing the validity and confirmability of the
study’s findings (Creswell & Plano Clark, 2018). The second strategy employed was the use of a
third-party audit to review the interview transcripts, coding procedures, and themes. By
including a third-party faculty reviewer, the researcher sought to reduce potential coding biases
and increase credibility and accuracy (Creswell & Plano Clark, 2018). The final approach used
by the researcher included reporting of disconfirming evidence. This strategy required the
researcher to chronicle all of the conflicting data highlighting a perspective contrary to the
established evidence (Creswell & Plano Clark, 2018). According to Creswell & Plano Clark
(2018), disconfirming evidence corroborates the accuracy of the data analysis because we expect
the evidence for themes to vary and include more than one perspective.
Directions for Future Research
The current study contributed to understanding of the hospital-to-school transition
particularly identifying current standardized transition practices, experiences with
communication and collaboration across providers, and the identification of direct and indirect
facilitators and barriers to this process. Nevertheless, these findings only scratch the surface of
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this highly complex yet important topic. Opportunities for research related to this topic are
plentiful.
Although the existing literature base outlines specific components (e.g., an ecological
approach) or experiences (e.g., caregivers, special educators, outpatient therapists) associated
with the hospital-to-school transition, overall, there remains a dearth of research associated with
pediatric mental health hospitalizations and the return to school. It has been recommended that
research on transition practices from pediatric hospitals should begin immediately following
admittance (Madan-Swain et al., 2004; Stuart & Goodsitt, 1996; Ylvisaker et al., 1993); however,
there are no known studies that examine the entirety of this process and incorporate individuals
across systems. Therefore, it is recommended that research on this topic first focus on better
understanding the current practices implemented throughout the hospital-to-school transition
with an emphasis on educational and clinical service providers. Moreover, additional exploration
could focus on cross-system differences in professional roles and responsibilities. Third, research
related program evaluation would be highly beneficial to guide current practice
recommendations and transition guidelines as there are only two known studies that examine
structured transition programs.
With regard to prevention, an additional focus of future research should include universal,
group, and individual school-based interventions which focus on mental health and coping skill
acquisition in order to increase resiliency and overall student mental wellness. In addition to
school-based programming, more easily accessible (e.g., virtual or group based) targeted
interventions should be examined within community mental health settings to allow for a greater
understanding of preventative measures that can be utilized prior to hospitalization. Lastly,
additional nationwide data associated with re-admittance rates would provide valuable
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information in terms of targeting certain diagnostic presentations, educational settings, and
hospital programming.
Conclusion
Based on the initial review of the literature, it is apparent that the mental health hospitalto-school transition is an area of significant concern and interest for many researchers and
practitioners. However, little was known about the variation in communication and collaboration
that occurs across ecological systems and service providers and how differing practices may
impact a child and their family as they navigate the transition process. In addition, it was also
unclear what standardized practices or protocols, if any, were currently employed by service
providers across the continuum of care in support of the transition. Therefore, this study sought
to gather information regarding current practices that are utilized along with perceived
facilitators and barriers that arise when a child transitions from an inpatient or partial
hospitalization program back to school. Simultaneously, this study also sought to provide a voice
to the “lived-experiences” of the school-based providers involved in these transitions.
The provision of pediatric mental health services has changed greatly over the last several
decades with more children and adolescents requiring intensive mental health treatment.
Participants in the current study provided valuable insight into their unique experiences including
the specific practices that are employed throughout the transition along with the participants
level of satisfaction with their experiences. In general, positive participant experiences often
included structured reintegration plans, a re-entry team, and the formation of positive
relationships with local hospital programs. In contrast, negative transition experiences were
frequently associated with a lack of communication and collaboration with key stakeholders
including but not limited to hospital providers, outpatient therapists, parents, and the student.
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Participant satisfaction with the transition process varied greatly across respondents; however,
the most disconcerting finding within the satisfaction data was the limited number of positive
experiences. More detailed information outlined about school-based providers experiences
suggests that once children are discharged, most hospital supports are removed, and the child’s
family and school providers are left to provide sole support. Findings suggest that the lack of
treatment continuity and support on behalf of the hospital may result in school providers feeling
that they are left to pick up the pieces as the child embarks on the transition back to school.
With regard to standardized transition practices, current findings revealed that more than
half of the school-based providers in this study reported that their settings did not have a
dedicated team of individuals to support the transition process. Similarly, more than 60% of
participants reported that their settings did not have a standardized protocol in place to support
children who are returning from a mental health hospitalization despite the many studies
highlighting the necessity for a standardized transition protocol. Both of these findings reveal an
easy and tangible recommendation – the development of a transition team and adoption of a
standardized protocol— which will allow schools to improve their transition outcomes.
Additional recommendations and considerations are further highlighted in Tables 8 and 9.
The importance of cross-system communication and collaboration was by far the most
identified topic across participants. Findings from the current study demonstrate the complexities
of cross-agency communication and collaboration and suggest that the quality of these
interdisciplinary relationships continues to be poor in many communities. Within the educational
setting, the majority of respondents felt that the student’s school-based support team collaborated
well with others throughout the hospital-to-school transition. However, when asked to report
their experiences with hospital communication and collaboration, less than a third of participants
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reported that the child’s hospital-based team openly communicated with them (or their school
team) and about one fifth reported that the hospital team collaborated with others throughout the
transition. Both findings reveal a significant area for improvement as most providers reported
that poor hospital communication and collaboration was a barrier to a successful transition. With
regard to familial engagement, it appears that school personnel encounter some difficulties
involving families as about two fifths of participants reported that insufficient communication
and collaboration between the family and school staff acted as a moderate barrier to a successful
transition. Additional data demonstrates that school providers often feel that parents will provide
information to support the transition but demonstrate difficulties understanding the mental health
needs of their child.
Lastly, the identification of systemic and organizational barriers provided insight into the
participants perception of policies, procedures, or practices both across and within systems that
influence the hospital-to-school transition. In the current study, systemic and organizational
barriers were often referenced to describe wide-spread societal beliefs, human experiences,
governmental policies, or organizational practices and how they indirectly impacted the child’s
transition. Participant data resulted in four influential domains; these included a lack of mental
health knowledge and educational training, scarcity and shortage of mental health services,
insurance limitations, and the negative effects of poverty.
Taken together, the study’s findings reveal many implications and recommendations for
practice. The first focuses on the creation and implementation of standardized hospital-to-school
transition plan or protocol which includes a designated team with outlined roles and the
associated responsibilities. All schools should utilize the plan and implement the practices
consistently while also working to individualize programming to each student and their family.
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Second, it is imperative for school and hospital-based providers to establish regular methods of
communication and opportunities for collaboration. Based on the findings, it appears that most
school providers who referenced positive transition experiences also reported established
relationships with their local inpatient and partial hospitalization programs. As such, it is
recommended that those individuals who are part of the designated transition team identify key
communication partners within each program as soon as the child is admitted. Third, familial
engagement is critical to a successful transition and prolonged student outcomes. Therefore, it is
also important that school providers work alongside families to consider all of the barriers and
facilitators that may impact the child’s return to school. Moreover, it appears that many schoolbased providers feel that parents and caregivers would benefit additional support to help their
child prior to and after the transition. The provision of additional supports during the transition
along with preventative informational workshops may allow for increased caregiver engagement
while also providing parents with the knowledge and skills to better support their child at home.
Finally, the identification of systemic and organizational barriers highlights the importance of
preventative supports including increased school-based mental health services and improved
mental health training for all individuals who work with children. Moreover, a focus of advocacy
groups should also include increased accessibility to local community-based mental health
services and improved insurance coverage for all mental health services.
Although the U.S. has seen an increase in pediatric mental health hospitalizations, access
to comprehensive services and barriers to care continue to prevent youth from receiving
appropriate treatment prior to, during, and after psychiatric hospitalization. School services are
the most common point of entry for children seeking help (Merikangas et al., 2009), and it is
evident that schools play a critical role in the identification, referral, and prolonged treatment of
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children with mental health difficulties. However, it is apparent that schools cannot adequately
support children and their families without the engagement, support, and guidance of other
service providers. When children transition from one facility or institution to another, quality
communication among those responsible for their care and well-being is critical (Hill, 1999; Leaf
et al., 1996; Miller & Swartz, 1990; Sargent, 1995). In order to improve this process for
everyone involved, cross system communication and collaboration are necessary along with the
universal inclusion of standardized practices such as a comprehensive hospital discharge plan,
structured school reintegration protocol and team, teacher consultation and training, and the
provision of additional educational supports.
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Dear ____________,
My name is Lauren Carr, and I am a fourth year Ph.D. student in the school psychology program
at Loyola University Chicago.
I am writing to inquire if you and/or your staff would be willing to participate in an electronic
survey for my dissertation research study entitled “Pediatric Mental Health Hospitalizations and
the Return to School: Experiences Across the Continuum of Care.”
The purpose of this study is to improve understanding of the practices and procedures that occur
during the pediatric mental health hospital-to-school transition. Information will be gathered
from hospital practitioners, school-based staff, and families who have been involved in a
hospital-to-school transition within the last year. Participants are asked to complete an
electronically administered survey that focuses on understanding the role of interdisciplinary
collaboration and communication, current practices and protocols, and perceived facilitators and
barriers in the hospital-to-school transition. Participation in this study will aid in the
identification of proactive practices and procedures that can be used to support individuals who
are involved in the hospital-to-school transition to feel more capable and prepared throughout
this process.
Participation in this study is voluntary and confidential. If you agree to participate in the study,
you and/or your staff will be asked to complete an electronic survey which is comprised of
questions about one’s own personal experiences with the hospital-to-school transition. The
survey will take approximately 15-30 minutes to complete. The survey includes a total of eight
short subsections including personal demographics, professional background, recent transition
experiences, transition practices and procedures, barriers to successful transition, and
interdisciplinary communication and collaboration. Participants are not asked to share personal
identifiable information nor their place of employment. For participants who are interested, an
opportunity to provide contact information for follow-up interviews will be presented upon
completion of the survey.
If you are open to discussing this research further, Loyola University Chicago Institutional
Review Board requires submission of a letter of cooperation from your institution. Please find an
example letter of cooperation attached to this email. Should you be open to additional contact
regarding this research study, please insert the appropriate information onto your institutions
letter head and sign before returning directly to me. If you have any additional questions about
the study or participation, please feel free to email me at lcarr2@luc.edu.
Respectfully,
Lauren Carr, Ed.M., M.A.
School Psychology Ph.D. Candidate
Loyola University Chicago
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RESEARCH PARTICIPANTS NEEDED

HAVE YOU RECENTLY SUPPORTED
A CHILD WHO RETURNED TO SCHOOL
AFTER A MENTAL HEALTH
HOSPITALIZATION?

LOYOLA UNIVERSITY CHICAGO, DEPARTMENT OF SCHOOL
PSYCHOLOGY IS SEEKING SCHOOL-BASED PRACTITIONERS
WHO HAVE WORKED WITH A CHILD(REN) WHO HAS RETURNED
TO SCHOOL FOLLOWING AN INPATIENT OR PARTIAL
HOSPITALIZATION TREATMENT PROGRAM. PARTICIPANTS ARE
ASKED TO SHARE THEIR EXPERIENCES IN A SHORT
ELECTRONIC SURVEY.
WHO: SCHOOL STAFF WHO HAVE EXPERIENCE SUPPORTING A CHILD FOLLOWING A
MENTAL HEALTH HOSPITALIZATION IN THE LAST YEAR
TIME REQUIRED: APPROX. 15-30 MINS
WESBITE: [WILL INSERT WEBSITE INFO AND LINK TO SURVEY]
CONTACT INFO: LCARR2@LUC.EDU; AMAYWORM@LUC.EDU

PRINCIPLE INVESTIGATOR: LAUREN CARR, ED.M., M.A.
FACULTY ADVISOR: ASHLEY MAYWORM, PH.D.
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CONSENT TO PARTICIPATE IN RESEARCH
Project Title: Pediatric Mental Health Hospitalizations and the Return to School: Experiences
Across the Continuum of Care
Project Phase: Phase one— electronic survey
Researcher: Lauren E. Carr, Ed.M., M.A.
Faculty Sponsor: Ashley Mayworm, Ph.D.
Introduction:
The following dissertation research study is being conducted by Lauren Carr under the
supervision of Dr. Ashley Mayworm in the School of Education (School Psychology program) at
Loyola University Chicago. You are being asked to participate in this research because you are a
practitioner or service provider who works with children who have returned to school following
a mental health hospitalization in the last two years. It is our hope to collect information about
the experiences of approximately 50 parents and caregivers along with 50 hospital clinicians and
50 school-based personnel. This will allow us to better understand the different experiences
across the institutions most important to your patient’s and student’s experience.
Please read this form carefully and ask any questions you may have before deciding whether to
participate in the study.
Purpose:
The purpose of this study is to better understand and examine the practices that occur during a
child’s hospital-to-school transition. Specifically, participants will complete electronic surveys
that focus on gathering information about the participant’s experiences with transition process
including topics such as planning and preparation, communication across providers, and things
identified as facilitators and/or barriers throughout the process. In addition, participants will have
the opportunity to report on their personal experiences and recommendations to improve the
hospital-to-school transition. It is our hope to use this information to improve the transition
experience by identifying practices that were reported to be helpful along with recommendations
for decreasing commonly reported barriers.
Procedures:
If you agree to participate in the study, you will be asked to complete an electronic survey which
is comprised of questions about your own personal experiences with the hospital-to-school
transition. The survey will take approximately 15-30 minutes and can be completed in one full
session. The majority of the survey questions will require you to select the most appropriate
corresponding multiple-choice answer; however, there are several questions that ask you to type
out your responses. The survey includes a total of eight sections. The first part of the survey will
ask for your personal demographics and professional background followed by your most recent
experiences with the return to school following hospitalization. The remaining sections of the
survey will ask about specific experiences during the hospital-to-school transition. More
specifically, part four and five will ask you about the practices, procedures, and level of
communication that you experiences (e.g., “The setting where I work has a dedicated team who
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supported them as they transitioned from hospitalization to school”). The final component of
the survey will provide an opportunity for you to answer open-ended questions about your
experiences that may not have been covered in other questions. Upon completion, you will be
provided with the option to report your interest in completing additional research by sharing your
contact information.
Risks/Benefits:
There is little risk anticipated in participating in this study. One potential risk is failure to
maintain participant confidentiality. However, the researchers will be taking preventative
measures to ensure that all of your information is kept private including the use of participant ID
codes and restricting all data access to the primary researcher. A second potential risk is the
discussion of potentially stressful, emotionally charged experiences. Should you experience any
stress while completing the survey, you are welcome to terminate your survey at any time.
Additional steps to reduce both of these risks will be reviewed in more detail below under the
section titled “Confidentiality.”
The probability and magnitude of harm or discomfort anticipated from the involvement in this
study is not believed to be greater than those ordinarily encountered in daily life or during the
performance of routine psychological examinations.
There are no direct benefits to you as a participant in this study. However, participation in this
study will aid in the identification of proactive practices and procedures that can be used to
improve the hospital-to-school transition experience for children and families in the future. It is
also our hope that these findings will be used to help parents, schools, and hospital staff to feel
more prepared and supported throughout this experience.
Compensation:
Unfortunately, the researchers are unable to provide compensation for the completion of this
survey.
Confidentiality:
There are several types of data that may be collected in this study. The first is demographic
information about each participant. The demographic questions will be presented at the
beginning of the survey. The information collected on the demographic and background sections
will include your age, gender, race/ethnicity and professional background along with information
regarding your most recent hospital-to-school transition experience. The second type of data
collected will include the remaining contents of the survey. This information will be comprised
of your responses to questions or statements associated with the hospital-to-school transition.
The third form of data is optional and includes personal contact information. The opportunity to
provide this information will be presented at the end of the survey. This final section will ask
about your interest in participating in a follow-up interview regarding more specific information
about your personal experience with the hospital-to-school transition. If you provide this
information, your identifying material (name, contact information, etc.) will remain confidential
and will not appear alongside any of your survey responses.
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In addition, all data in this study will be deidentified and coded. The researcher will assign
you a four-digit study number that will replace all identifying information and will be used as the
file name for all digital documents. Your name will only be known to the researcher, and all
findings will be coded, analyzed, and reported based on group findings. Throughout the study, all
survey responses and participant data will be stored on a password protected hard drive only
accessible to the researcher. Hard copies of the survey data will be stored in a locked file cabinet
only accessible to the researcher. All digital documents will be deleted, and all hard copies of
documents will be shredded upon completion of this study.
If we learn that you intend to harm yourself or others, we will follow Illinois state mandated
reporter policies for reporting this information. By law, we must also report any suspected abuse
or neglect.
Voluntary Participation:
Participation in this study is voluntary. If you do not want to be in this study, you do not have to
participate. Even if you decide to participate, you are free not to answer any question or to
withdraw from participation at any time without penalty. Neither hospital or school services will
be impacted by decision to participate or withdraw from the study.
Contacts and Questions:
If you have questions about this research project or survey, feel free to contact Lauren Carr at
lcarr2@luc.edu or the faculty sponsor, Dr. Ashley Mayworm, at amayworm@luc.edu. If you
have questions about your rights as a research participant, you may contact the Loyola
University Office of Research Services at (773) 508-2689.
Statement of Consent:
By selecting “yes” below you are indicating that you have read the information provided above
and agree to participate in this research study by completing the following survey. If you have
any questions or would like to receive a digital copy of this consent form. Please email the
primary researcher, Lauren Carr, at lcarr2@luc.edu.
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CONSENT TO PARTICIPATE IN RESEARCH
Project Title: Pediatric Mental Health Hospitalizations and the Return to School: Experiences
Across the Continuum of Care
Project Phase: Phase two— Semi-structured interview
Researcher: Lauren E. Carr, Ed.M., M.A.
Faculty Sponsor: Ashley Mayworm, Ph.D.
Introduction:
The following dissertation research study is being conducted by Lauren Carr under the
supervision of Dr. Ashley Mayworm in the School of Education (School Psychology program) at
Loyola University Chicago. You are being asked to participate in this research because you are a
practitioner or service provider who works with children who have returned to school following
a mental health hospitalization in the last two years. It is our hope to collect information about
the experiences of approximately 3-5 parents and caregivers along with 3-5 hospital clinicians
and 3-5 school-based personnel. This will allow us to better understand the different experiences
across the institutions most important to your patient’s and student’s experience.
Please read this form carefully and ask any questions you may have before deciding whether to
participate in the study.
Purpose:
The purpose of this study is to better understand and examine the practices that occur during a
child’s hospital-to-school transition. Specifically, participants will complete individual
interviews that focus on gathering detailed information about their experiences with transition
process including topics such as planning and preparation, communication across providers, and
things identified as facilitators and/or barriers throughout the process. In addition, participants
will have the opportunity to report on their personal experiences and recommendations to
improve the hospital-to-school transition. It is our hope to use this information to improve the
transition experience by identifying practices that were reported to be helpful along with
recommendations for decreasing commonly reported barriers.
Procedures:
If you agree to be in the study, you will be asked to participate in an individual interview with
the researcher about your experiences with the hospital-to-school transition. The interview will
take approximately 60-90 minutes to complete and can be completed in one full session or over
the course of two 30–45-minute interviews, depending on your preference. The interview will be
comprised of four sections, each with several follow up questions, that aim to gather important
information about your personal experiences. The first component of the interview focuses on
better understanding your family’s hospital-to-school transition experience (e.g., “Walk me
through your (and your child’s) most recent experience with the hospital-to school transition.”).
The second part of the interview will ask you to reflect on the things that you believe went well
and what may have been more difficult (e.g., “Tell me about what went well”). The third aspect
of the interview will ask about your experiences with communication and collaboration among

156
service providers (e.g., “Tell me about your experiences with regard to communication
throughout this process”). The final component of the interview will ask you about your level of
satisfaction along with recommendations to improve your experience (e.g., “Tell me about the
things you would have changed throughout this experience.”).
Due to social distancing restrictions, the interview will occur using an online video conference
platform such as zoom. Should distancing requirements loosen and you are unable to access
zoom, an in-person interview can be arranged to take place in a mutually-agreed upon setting
(e.g. public library or office space at Loyola University). Both methods of interviewing will be
audio recorded (but not video recorded) to allow transcription and analysis. If the interview is
being conducted over video conferencing, separate audio recording will occur in order to
maintain participant confidentiality.
Risks/Benefits:
There is little risk anticipated in participating in this study. One potential risk is failure to
maintain participant confidentiality. However, the researchers will be taking preventative
measures to ensure that all of your information is kept private including the use of participant ID
codes and restricting all data access to the primary researcher. A second potential risk is the
discussion of potentially stressful, emotionally charged experiences. Should you experience any
stress while completing the interview, you are welcome to terminate or postpone completion of
the interview at any time. Additional steps to reduce both of these risks will be reviewed in more
detail below under the section titled “Confidentiality.”
The probability and magnitude of harm or discomfort anticipated from the involvement in this
study is not believed to be greater than those ordinarily encountered in daily life or during the
performance of routine psychological examinations.
There are no direct benefits to you as a participant in this study. However, participation in this
study will aid in the identification of proactive practices and procedures that can be used to
improve the hospital-to-school transition experience for children and families in the future. It is
our hope that these findings will be used to help parents, schools, and hospital staff to feel more
prepared and supported throughout this experience.
Compensation:
Unfortunately, we are not able to provide compensation for your participation in this study.
Confidentiality:
There are several types of data that will be collected in this phase of the study. This data includes
your signed consent form, personal contact information, and the contents of your interview.
Because your individual interview will be audio recorded and transcribed, this will result in two
separate forms of data. Personal contact information (name, email, phone number, etc.) will not
be stated in the audio recording nor will it appear anywhere within the transcript document. The
researcher will assign you a four-digit study number that corresponds with all digital and paper
documents. This number will be used in place of all identifiable information during subsequent
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data collection and analysis in order to ensure and maintain your confidentiality. Your name
will only be known to the researcher, and all findings will be coded, analyzed, and reported
based on group findings. Any identifying information (contact information, etc.) will remain
confidential and will not appear alongside any of your responses. All audio files will be stored on
password protected hard drive while awaiting transcription. All audio files will be immediately
destroyed after the completion of the transcription process. Additionally, all transcripts will be
stored in a locked file cabinet accessible only to the principal investigator. All digital documents
and transcripts will be destroyed upon the completion of the study. Consent forms will be stored
indefinitely per Loyola University Chicago’s policy.
If we learn that you intend to harm yourself or others, we will follow Illinois state mandated
reporter policies for reporting this information. By law, we must also report any suspected abuse
or neglect.
Voluntary Participation:
Participation in this study is voluntary. If you do not want to be in this study, you do not have to
participate. Even if you decide to participate, you are free not to answer any of the questions or
to withdraw from participation at any time without penalty.
Contacts and Questions:
If you have questions about this research project or survey, feel free to contact Lauren Carr at
lcarr2@luc.edu or the faculty sponsor, Dr. Ashley Mayworm, at amayworm@luc.edu. If you
have questions about your rights as a research participant, you may contact the Loyola
University Office of Research Services at (773) 508-2689.
Statement of Consent:
Your signature below indicates that you have read the information provided above, have had an
opportunity to ask questions, and agree to participate in this research study. You will be given a
copy of this form to keep for your records.

APPENDIX C
ELECTRONIC SURVEY AND
ASSOCIATED PARTICIPANT DATA
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Hospital-to-School Transition Survey: School-Based Provider Results
Responses to the following questions will improve the researchers’ understanding of the practices and
procedures that occur during the hospital-to-school transition. Many questions will ask about your own
personal experience and the experiences of the children and families you work with. Data from this
study will be kept confidential, in accordance with Loyola's Institutional Review Board (IRB), and
will only be used to describe group outcomes. Please answer the questions as honestly as possible. If,
at any time, you are uncomfortable with the content of a question, you may select the "prefer not
to answer" choice. However, there are several responses that are required in order to verify inclusion
criteria. If at any point, you no longer wish to participate, you can terminate the survey and your
responses will not be recorded. Thank you for taking the time to provide your insight on this very
important topic.
Q1. In your professional career, have you ever supported a child as they've transitioned from a mental
health hospitalization back to school?
29
100%
Yes
0
0%
No
Q2. Was one or more of these transitions in the last two years (2018-2020)?
Yes
29
100%
0
0%
No
Q3. Please select the response that corresponds with your gender.
3
10.3%
Male
25
86.2%
Female
1
3.4%
Transgender
0
0%
Other
0
0%
Prefer not to answer
Q4. Please select the response that corresponds to your age.
4
13.8%
20-29
18
62.1%
30-39
5
17.2%
40-49
50-59
2
6.9%
0
0%
60+
0
0%
Prefer not to answer
Q5. Are you of Hispanic, Latino, or Spanish origin?
4
86.2%
Yes
25
13.8%
No
0
0%
Prefer not to answer
Q6. How would you best describe yourself? (Please select all that apply)
0
0%
American Indian or Alaskan

160
Native
Asian
Black or African American
Native Hawaiian or other
Pacific Islander
White
Bi-racial or multi-racial
Prefer not to answer

0
2
0

0%
6.9%
0%

24
2
1

82.8%
6.9%
3.4%

Q7. Please select the response that best describes your current professional setting.
19
65.5%
Public school
4
13.8%
Private or parochial school
Alternative or therapeutic
6
20.7%
school
Other (please provide additional
information in the box below)
0
0%
Prefer not to answer
Q8. Please select the response that most closely aligns with your profession.
27
93.1%
School Psychologist
0
0%
Social Worker
1
3.4%
Administrator
0
0%
Nurse
1
3.4%
School Counselor
0
0%
Prefer not to answer
Other (please provide additional
information in the box below)
Q9. Is your place of employment located within the greater Chicagoland area (i.e. Cook, DuPage,
Kane, Lake, McHenry, and Will Counties)?
8
27.6%
Yes
No (please indicate region
20
69.0%
below)
1
3.4%
Prefer not to answer
Q9a. If you are not located within the Chicagoland area, what location/region are currently employed?
Midwest
11
37.8%
2
6.8%
West
6
20.4%
Northeast
8
27.2%
South
2
6.8%
Prefer not to answer
Q10. How many years have you been professionally practicing? Please do not include training years
such as practicum, externship, or internship.
1-2
3
10.3%
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3-5
9
31%
6-10
8
27.2%
11-19
6
20.7%
20+
3
10.3%
Q11. How many years have you been practicing in your current setting? Please do not include training
years such as practicum, externship, or internship.
1-2
6
20.7%
3-5
13
44.7%
6-10
7
24.1%
11+
3
10.2%
Q12. In the last two years, how many students have you worked with during a psychiatric hospital-toschool transition?
1-2
10
34.5%
3-4
10
34.5%
5-7
4
13.8%
8-10
4
13.8%
11+
1
3.4%
Prefer not to answer
0
0%
Q13. In your professional career, how many students have you worked with during a psychiatric
hospital-to-school transition?
1-5
11
37.9%
6-10
8
27.6%
11-20
3
10.3%
21-30
2
6.9%
31+
5
17.2%
Prefer not to answer
0
0%
Q14. When a child transitions from the hospital back to school, which of the following practices do
you typically engage in? (please select all that apply)
Mail/fax discharge summary to
3
10.3%
parent/caregiver
Mail/fax discharge summary to school
3
10.3%
personnel
Receive discharge summary from
21
72.4%
parent/hospital staff
Phone call to school to notify that child is
6
20.7%
returning
Phone call with hospital staff to discuss child's
11
37.9%
discharge
Consult with parent/caregiver on phone prior
21
72.4%
to child’s discharge/return to school
Consult with parent/caregiver on phone after
22
75.9%
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child’s discharge/return to school
Consult with school/hospital personnel on
phone prior to child’s discharge/return to
school
Consult with school/hospital personnel on
phone after child’s discharge/return to school
Meet face-to-face with parent/caregiver before
child’s discharge/return to school
Meet face-to-face with parent/caregiver after
child’s discharge/return to school
Meet face-to-face with school/hospital
personnel before child’s discharge/return to
school
Meet face-to-face with school/hospital
personnel after child’s discharge/return to
school
Other

13

44.8%

9

31.0%

12

41.4%

11

37.9%

4

13.8%

2

6.9%

4

13.8%

Q15. Of the students you’ve worked with during the hospital-to-school transition which of the
following diagnoses (or referral concerns) have they presented with? (please select all that apply)
Anxiety
26
89.7%
Depression
27
93.1%
Bipolar Disorder
17
58.6%
Psychosis
12
41.4%
Eating Disorders
9
31.0%
Behavioral Disorders (ODD, CD)
16
55.2%
ADHD
20
69.0%
Autism Spectrum Disorder
9
31.0%
Suicidal Ideation
24
82.8%
Suicide Attempt
16
55.2%
Non Suicidal Self-Injury
14
48.3%
Homicidal ideation
8
27.6%
Do not know
0
0%
Other (please provide additional information
1
3.4%
in the box below)
Q16. In general, how would you rate your overall level of satisfaction with the hospital-to-school
transition experience in your setting?
Not Satisfied
10
34.5%
Somewhat Satisfied
9
31.0%
Adequately Satisfied
9
31.0%
Very Satisfied
1
3.4%
Prefer not to answer
0
0%
Q17. The setting I work in has a dedicated team designed to support children and families as they
transition from hospitalization to school.
Yes
12
41.4%
No
17
58.6%

163
Prefer not to answer
0
0%
Q18. Are you a member of this team?
Yes
12
100%
No
0
0%
Prefer not to answer
0
0%
Not included
17
Q19. My place of employment has a standardized protocol in place to support children during the
hospital-to-school transition.
Yes
11
37.9%
No
18
62.1%
Prefer not to answer
0
0%
Q19. The protocol explicitly identifies my role and responsibilities.
Strongly agree
3
27.3%
Somewhat agree
5
45.5%
Somewhat disagree
3
27.3%
Strongly disagree
0
0%
Prefer not to answer
0
0%
Not included
18
Q20. The protocol explicitly outlines the steps required to prepare for the transition.
Strongly agree
1
9.1%
Somewhat agree
8
72.7%
Somewhat disagree
2
18.2%
Strongly disagree
0
0%
Prefer not to answer
0
0%
Not included
18
Q21. The policy or protocol encourages the team to individualize the plan to meet the unique needs of
each child or adolescent.
Strongly agree
6
54.5%
Somewhat agree
5
45.5%
Somewhat disagree
0
0%
Strongly disagree
0
0%
Prefer not to answer
0
0%
Not included
18
Q22. The policy or protocol encourages parents to be active members in the planning process.
Strongly agree
7
63.6%
Somewhat agree
4
36.4%
Somewhat disagree
0
0%
Strongly disagree
0
0%
Prefer not to answer
0
0%
Not included
18
Q23. The policy or protocol is consistently implemented for all students who transition back to school
Strongly agree
6
54.5%
Somewhat agree
1
9.1%
Somewhat disagree
2
18.2%
Strongly disagree
2
18.2%
Prefer not to answer
0
0%
Not included
18
-
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Q24. The current policies and procedures are sufficient in supporting children and families as they
transition from hospitalization to school.
Strongly agree
2
18.2%
Somewhat agree
6
54.5%
Somewhat disagree
3
27.3%
Strongly disagree
0
0%
Prefer not to answer
0
0%
Not included
18
Please rate the following statements by how strongly you believe each item is a barrier within the
hospital-to-school transition process on the corresponding Likert scale. If you have engaged in more
than one transition, please respond with your overall experience taking into consideration all of the
transitions that have occurred in the past 2 years.
Q25. Insufficient communication and collaboration between the hospitalization program and school.
Not a barrier
0
0%
Minimal barrier
5
17.2%
Moderate barrier
9
31.0%
Extreme barrier
15
51.7%
Prefer not to answer
0
0%
Q26. Insufficient communication and collaboration among the child's school team (e.g. administrators,
school psychologists, social workers, teachers)
Not a barrier
8
27.6%
Minimal barrier
12
41.4%
Moderate barrier
6
20.7%
Extreme barrier
3
10.3%
Prefer not to answer
0
0%
Q27. Insufficient communication and collaboration between the hospital program and
parents/caregivers.
Not a barrier
5
17.2%
Minimal barrier
6
20.7%
Moderate barrier
13
44.8%
Extreme barrier
4
13.8%
Prefer not to answer
1
3.4%
Q28. Insufficient communication and collaboration between the parents/caregivers and their child.
Not a barrier
2
6.9%
Minimal barrier
10
34.5%
Moderate barrier
12
41.4%
Extreme barrier
3
10.3%
Prefer not to answer
2
6.9%
Q29. Insufficient communication and collaboration from the parents/caregivers with school staff.
Not a barrier
2
6.9%
Minimal barrier
10
34.5%
Moderate barrier
11
37.9%
Extreme barrier
6
20.7%
Prefer not to answer
0
0%
Q30. Insufficient coordination of school-based services.
Not a barrier
5
17.2%
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Minimal barrier
10
34.5%
Moderate barrier
10
34.5%
Extreme barrier
4
13.8%
Prefer not to answer
0
0%
Q31. Insufficient coordination of outpatient services.
Not a barrier
2
6.9%
Minimal barrier
9
31.0%
Moderate barrier
8
27.6%
Extreme barrier
9
31.0%
Prefer not to answer
1
3.4%
Q32. Unclear roles in the transition process.
Not a barrier
5
17.2%
Minimal barrier
7
24.1%
Moderate barrier
7
24.1%
Extreme barrier
10
34.5%
Prefer not to answer
0
0%
Q33. School staff’s lack of knowledge of mental health disorders.
Not a barrier
8
27.6%
Minimal barrier
9
31.0%
Moderate barrier
7
24.1%
Extreme barrier
5
17.2%
Prefer not to answer
0
0%
Q34. Hospital staff’s lack of knowledge regarding school policies and procedures.
Not a barrier
3
10.3%
Minimal barrier
6
20.7%
Moderate barrier
13
44.8%
Extreme barrier
7
24.1%
Prefer not to answer
0
0%
Q35. Parent/caregivers lack of knowledge regarding their child’s treatment.
Not a barrier
1
3.4%
Minimal barrier
7
24.1%
Moderate barrier
18
62.1%
Extreme barrier
2
6.9%
Prefer not to answer
1
3.4%
Q36. Parent/student unwillingness to share confidential treatment information required for the
transition.
Not a barrier
4
13.8%
Minimal barrier
13
44.8%
Moderate barrier
10
34.5%
Extreme barrier
2
6.9%
Prefer not to answer
0
0%
Q37. Deficient coordination regarding documentation and release of confidential health information.
Not a barrier
2
6.9%
Minimal barrier
9
31.0%
Moderate barrier
9
31.0%
Extreme barrier
9
31.0%
Prefer not to answer
0
0%
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Please respond to the following questions regarding your overall experience with the hospital-to-school
transition particularly when communicating and collaborating with others.
Q38. In your day-to-day practice, how often do you communicate and collaborate with other
professionals?
Never
0
0%
Rarely
3
10.3%
Sometimes
1
3.4%
Often
14
48.3%
Almost Always
11
37.9%
Prefer not to answer
0
0%
Q39. In general, how often do other professionals understand the scope of your practice?
Never
0
0%
Rarely
5
17.2%
Sometimes
14
48.3%
Often
8
27.6%
Almost Always
2
6.9%
Prefer not to answer
0
0%
Q40. In general, how often do you understand other professionals’ scope of practice?
Never
0
0%
Rarely
0
0%
Sometimes
7
24.1%
Often
17
58.6%
Almost Always
5
17.2%
Prefer not to answer
0
0%
Q41. In general, how important is interprofessional collaboration to the effectiveness of your work?
Not at all important
0
0%
Slightly important
0
0%
Moderately important
0
0%
Very important
9
31.0%
Extremely important
20
69.0%
Prefer not to answer
0
0%
Q42. In general, how often do your clients (including both patients and/or families) expect you to
collaborate with professionals from other disciplines?
Never
1
3.4%
Rarely
4
13.8%
Sometimes
10
34.5%
Often
11
37.9%
Almost Always
3
10.3%
Prefer not to answer
0
0%
Q43. How often do issues of confidentiality limit your ability to engage in interprofessional
collaboration?
Never
0
0%
Rarely
14
48.3%
Sometimes
11
37.9%
Often
4
13.8%
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Almost Always
0
0%
Prefer not to answer
0
0%
Q44. How often are you provided administrative support for interprofessional collaboration in your
work setting?
Never
4
13.8%
Rarely
2
6.9%
Sometimes
7
24.1%
Often
8
27.6%
Almost Always
8
27.6%
Prefer not to answer
0
0%
Q45. Overall, I am satisfied with the process of interprofessional collaboration in my work setting.
Strongly agree
4
13.8%
Somewhat agree
9
31.0%
Neither agree nor disagree
4
13.8%
Somewhat disagree
8
27.6%
Strongly disagree
4
13.8%
Prefer not to answer
0
0%
For the following items, communication refers to the sharing of information through the initiation or
receipt of contact in the form of in-person discussion, phone calls, telehealth or zoom calls, or emails.
*If you have engaged in more than one transition, please respond with your overall experience taking
into consideration all of the transitions that have occurred in the past 2 years.
Q46. Overall, I am satisfied with the level of communication between all of the service providers
throughout the hospital-to-school transition process.
Strongly agree
1
3.4%
Somewhat agree
6
20.7%
Neither agree nor disagree
5
17.2%
Somewhat disagree
8
27.6%
Strongly disagree
9
31.0%
Prefer not to answer
0
0%
Q47. The child’s parents and caregivers openly communicated with me (or my team) throughout the
hospital-to-school transition.
Strongly agree
3
10.3%
Somewhat agree
13
44.8%
Neither agree nor disagree
1
3.4%
Somewhat disagree
9
31.0%
Strongly disagree
3
10.3%
Prefer not to answer
0
0%
Q48. The child’s teachers openly communicated with me (or my team) throughout the hospital-toschool transition.
Strongly agree
10
34.5%
Somewhat agree
9
31.0%
Neither agree nor disagree
6
20.7%
Somewhat disagree
3
10.3%
Strongly disagree
1
3.4%
Prefer not to answer
0
0%
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Q49. The child’s hospital-based team openly communicated with me (or my team) throughout the
hospital-to-school transition.
Strongly agree
1
3.4%
Somewhat agree
7
24.1%
Neither agree nor disagree
2
6.9%
Somewhat disagree
8
27.6%
Strongly disagree
11
37.9%
Prefer not to answer
Q50. The child’s outpatient service provider or therapist communicated with me (or my
team) throughout the hospital-to-school transition.
Strongly agree
2
6.9%
Somewhat agree
5
17.2%
Neither agree nor disagree
2
6.9%
Somewhat disagree
10
34.5%
Strongly disagree
9
31.0%
Not applicable
1
3.4%
Prefer not to answer
0
0%
For the following items, collaboration refers to two or more people working together to complete a
shared task or reach a common goal.
*If you have engaged in more than one transition, please respond with your overall experience taking
into consideration all of the transitions that have occurred in the past 2 years.
Q51. Overall, I am satisfied with the amount of collaboration between all of the service providers
throughout the hospital-to-school transition process.
Strongly agree
1
3.4%
Somewhat agree
6
20.7%
Neither agree nor disagree
3
10.3%
Somewhat disagree
13
44.8%
Strongly disagree
6
20.7%
Prefer not to answer
0
0%
Q52. The child’s parents and caregivers collaborated with others throughout the hospital-to-school
transition.
Strongly agree
3
10.3%
Somewhat agree
17
58.6%
Neither agree nor disagree
3
10.3%
Somewhat disagree
5
17.2%
Strongly disagree
1
3.4%
Prefer not to answer
0
0%
Q53. The child’s teacher(s) collaborated with others throughout the hospital-to-school transition.
Strongly agree
7
24.1%
Somewhat agree
15
51.7%
Neither agree nor disagree
3
10.3%
Somewhat disagree
3
10.3%
Strongly disagree
1
3.4%
Prefer not to answer
0
0%
Q54. The child’s school-based support team collaborated with others throughout the hospital-toschool transition.
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Strongly agree
9
31.0%
Somewhat agree
13
44.8%
Neither agree nor disagree
4
13.8%
Somewhat disagree
2
6.9%
Strongly disagree
1
3.4%
Prefer not to answer
0
0%
Q55. The child’s hospital-based team collaborated with others throughout the hospital-to-school
transition.
Strongly agree
1
3.4%
Somewhat agree
5
17.2%
Neither agree nor disagree
3
10.3%
Somewhat disagree
8
27.6%
Strongly disagree
12
41.4%
Prefer not to answer
0
0%
Q56. The child’s outpatient service provider or therapist collaborated with others throughout the
hospital-to-school transition.
Strongly agree
2
6.9%
Somewhat agree
10
34.5%
Neither agree nor disagree
3
10.3%
Somewhat disagree
11
37.9%
Strongly disagree
3
10.3%
Prefer not to answer
0
0%
Q57. Overall, I feel adequately trained and competent to work with students transitioning from
hospitalization to school.
Strongly agree
11
37.9%
Somewhat agree
11
37.9%
Neither agree nor disagree
4
13.8%
Somewhat disagree
3
10.3%
Strongly disagree
0
0%
Prefer not to answer
0
0%
Please rate your own collaboration and communication skills for the following five questions.
Q58. Please rate your personal skill level for communicating effectively.
Very Poor
0
Poor
0
Fair
2
Good
11
Very Good
16
Prefer not to answer
0
Q59. Please rate your personal skill level for building rapport.
Very Poor
0
Poor
0
Fair
2
Good
7
Very Good
20
Prefer not to answer
0
Q60. Please rate your personal skill level for leadership skills.

0%
0%
6.9%
37.9%
55.2%
0%
0%
0%
6.9%
24.1%
69.0%
0%
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Very Poor
0
Poor
0
Fair
5
Good
16
Very Good
8
Prefer not to answer
0
Q61. Please rate your personal skill level for managing conflict.
Very Poor
0
Poor
0
Fair
8
Good
12
Very Good
9
Prefer not to answer
0
Q62. Please rate your personal skill level for collaborative problem solving.
Very Poor
0
Poor
1
Fair
1
Good
13
Very Good
14
0
Prefer not to answer

0%
0%
17.2%
55.2%
27.6%
0%
0%
0%
27.6%
41.4%
31.0%
0%
0%
3.4%
3.4%
44.8%
48.3%
0%

Please respond to the following open-ended questions by providing additional information about
your experience with the hospital-to-school transition. This information will be used to better
understand aspects of the transition process that may not be accounted for in the previous
questions.
Based on your experience in the field, are there any additional factors
(individual/familial/school/systemic) that have made the transition process more successful? Please
type out your responses in the appropriate boxes below using N/A if the question is not relevant to your
experience.
Q64. Individual Factors (i.e. characteristics specific to the individual; temperament, mood, etc.)
Q65. Familial Factors (i.e. characteristics specific to the family; additional support, flexible career etc.)
Q66. School Factors (i.e. characteristics specific to the child's school environment/setting; alternative
placement; private/parochial school; teacher buy-in, knowledge of mental health difficulties, etc.)
Q67. Systemic Factors (i.e. characteristics specific to the larger societal context; city/state-wide
policies, urban versus rural, financial/insurance implications, etc.)
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Based on your experience in the field, are there any additional factors
(individual/familial/school/systemic) that have made the transition process more challenging? Please
type out your responses in the appropriate boxes below using N/A if the question is not relevant to your
experience.
Q68. Individual Factors (i.e. characteristics specific to the individual; temperament, mood, history of
trauma, etc.)
Q69. Familial Factors (i.e. characteristics specific to the family; single parent, multiple young children,
etc.)
Q70. School Factors (i.e. characteristics specific to the child's school environment/setting; alternative
placement; private/parochial school; lack of teacher buy-in, etc.)
Q71. Systemic Factors (i.e. characteristics specific to the larger societal context; city/state-wide
policies, urban versus rural, financial/insurance implications, etc.)

In addition to the survey you just completed, researchers are also conducting individual interviews
to better understand the personal and unique experiences of school-based practitioners who
support students during the hospital-to-school transition. It is my hope that studying the
experiences of key individuals within this process will help us to better understand the ways in which
we can systematically improve this experience for all involved.
The interviews should take approximately one to one and a half hours and can be completed in one
session or broken up into two sessions of 30 to 45 minutes depending on your preference. During the
interview, I will ask questions about your personal experiences throughout the hospital-to-school
transition along with specific questions regarding your experiences with communication, collaboration,
planning procedures, and any facilitators or barriers that you may have encountered.
If you are interested in participating in phase two of this study, please indicate your interest and
provide your contact information in the next question. The researcher will contact you to provide
more information about the interview process within the next 7 days.
If you are not interested, you may exit the survey. Thank you again for taking the time to share your
experiences!
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SEMI-STRUCTURED INTERVIEW PROTOCOL
1. Introduction and Explanation of the Study:
“I am studying the experiences of different individuals that are involved in the psychiatric
hospital to school transition. It is my hope that studying the experiences of key individuals within
this process will help us to better understand the ways in which we can systematically improve
this experience for all of the individuals involved. As a component of this study, I am gathering
information from parents and caregivers, hospital-based staff, and school personnel in the form
of an electronic survey. In addition, I am also conducting individual interviews so I can better
understand the unique experiences of the [parent/caregiver; hospital staff; school-staff].”
“The interviews should take approximately 60 minutes in duration and can be completed in one
full session or two 30-45-minute sessions, depending on your preference. In order to maintain the
accuracy of your reporting, all interviews will be audio recorded to allow for transcription.
During the interview, I will ask questions about your personal experience(s) with the hospital-toschool transition along with specific questions regarding your experiences with communication,
collaboration, planning procedures, and any facilitators or barriers that you may have
encountered.
“Due to social distancing guidelines, the interviews will take place remotely using a secure
platform such as Zoom. However, should these guidelines loosen, and you are unable to use
zoom, the interview can occur in a mutually-agreed upon place such as a public library or our
office space at Loyola University. In either situation, the interview will occur in an environment
where you feel comfortable, and privacy can be maintained. If you are still willing to participate,
I would like to go over the Informed Consent Form with you.”
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2. Consent Process
[Present and review informed consent, limits of confidentiality, and authorization for release of
confidential health information if participant is willing to complete case study interviews.]
[If yes, proceed. If no, confirm that the individual is not interested in participating and end by
thanking them for their time and consideration]
3. Proceed with Interview:
“First, do you have any questions about the interview or the study?” (Answer any questions the
participant may have regarding the interview or research.) “I am now going to begin recording
the interview. I will turn the tape recorder off at any time if you need a break, are feeling
uncomfortable or would like a specific question to not be recorded. However, due to the length
of the interview, audio recording is an important aspect of gathering the most accurate
representation of your experience.”
School-based Professional Interview Questions
1. Tell me about your experiences with the hospital-to-school transition. Walk me through
what this experience looked like for you.
2. Tell me about the things that worked well for your organization.
a. Are there any practices or procedures that you feel support or facilitate a
student(s) transition back to school?
3. Tell me about the things that have not worked well.
a. Are there any practices or procedures that you feel hinder or create barriers to a
student(s) transition back to school?
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4. Tell me about your experiences with patient’s families or caregivers.
a. What did the family do that was helpful?
b. What did the family do (or not do) that was unhelpful?
5. Tell me about your experiences with hospital-staff.
a. What did hospital staff do that was helpful?
b. What did hospital staff do (or not do) that was unhelpful?
6. Tell me about your communication with other service providers and the family
throughout this process.
a. Tell me about the communication across providers.
b. Tell me about the collaboration across providers.
c. Did you experience or know about any standardized practices, processes, or
protocols in place to support the student’s hospital-to-school transition?
7. Tell me about your role in the hospital-to-school transition.
8. Tell me about your training and preparation related to the school transition.
a. Are there any areas that you would like more training/support?
9. Tell me about the things you would have changed throughout this experience.
a. What recommendations do you have for service providers to better facilitate this
process?
10. Overall, how satisfied are you with the hospital-to-school transition process?
11. Are there any additional experiences or recommendations you would like to share?
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